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PROBLEMS IN THE APPROACH TO 
THE NEUROSES AND PSYCHOSES 
IN GENERAL PRACTICE* 


Lawrence S. Kvusie 


Clinical Professor of Psychiatry, School of Medicine, Yale University Faculty, 
New York Psychiatric Institute 


peneaeaeaeSeECENTLY a surgeon and a psychiatrist gave a joint clinical 
4] presentation for fourth year medical students and house 
R officers. As their patient they discussed a woman in her 
late forty’s, who had been an invalid for many years 
pesesesesesesa after nine abdominal operations in several hospitals and 
after going through every conceivable laboratory investigation, some 
of them several times. Her symptoms still persisted unremittingly, and 
although there were no demonstrable organic lesions she was on a 
steadily downhill course. 

The story went back to her eleventh year, when she had first been 
brought to a hospital with a pain in her stomach. An intelligent young 
physician had said, “This child is nervously upset. She needs psychia- 
tric study and maybe treatment.” Then he had sent her home with 
some aspirin, Unfortunately the aspirin worked wonders, and she re- 
mained symptom-free for two years. Then she appeared at another 
hospital with the same symptoms. This time he: appendix was removed, 


* Presented at The New York Academy of Medicine, Friday Afternoon Lectures, January 18, 1952 
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and subsequently she was reoperated for “adhesions.” This started her 
on her course through all the other operations and examinations; and 
it was not until nearly thirty-five years later that the first young sur- 
geon’s suggestion that the patient have psychiatric help was heeded. 
At long last she was brought for a psychiatric consultation; but by then 
psychiatry could no longer help her, since no psychiatrist could turn 
back the hands of time to her eleventh year. 

My colleagues and I did a little calculating; and by gathering together 
all of the facts and making conservative estimates as to the number of 
laboratory technicians, nurses, physicians of various rank, and other 
staff who had been involved in her care and the amount of time cach 
had given, we figured that as a minimal estimate this patient had re- 
ceived at least 5,600 free hours of attention from American medicine, 
only to become a helpless and hopeless invalid for life as a direct result 
of this fantastic generosity. This made us wonder what her life might 
have been had she received 50 hours of preventive psychiatric help 
when she was eleven years old; and if someone had taken the trouble 
to visit her home so as to back up in that home the psychiatric help 
which she could have received in the clinic. Fifty hours of psychia- 
tric prevention against 5,600 hours of surgery and medicine, which 
had been not only wasted but actually destructive. 

This is not an extreme or exceptional example. Indeed such cases con- 
stitute the greatest single reason for the shortage of medical facilities 
in this most lavishly supplied of all countries. Some years ago I made 
a study of the repeat admissions of patients to a large general hospital. 
A random sampling of these patients and of their hospital records 
proved that a failure to give early psychiatric treatment and failure 
to do psychiatric screening on admission accounted for a large part 
of the hospital’s repeaters. This is a load which uses up a fantastically 
large proportion of hospital beds, plus the time of physicians, nurses, 
technicians and secretaries, plus drugs and technical supplies. The econ- 
omy that could be effected by adequate early use of psychiatry both 
for the detection of psychiatric ailments and for their early therapy 
is almost incalculable. It would be an economy for every general hospi- 
tal, for all hospital personnel, for individual private practitioners, but 
above all in the lives of our patients. This is one of the many social 
values of the preventive use of psychiatry. 

The preventive use of psychiatry is of importance from 
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stall another point of view. The staggering burden of patients in our 
public and private mental hospitals is well-known to everyone. We 
know that there are more beds in mental hospitals than in all other 
hospital facilities in the country. Furthermore, we know that with 
increasing longevity the number of senile and pre-senile patients is 


increasing, and will continue to increase until the metabolic and vascu- 
lar problems of old age are solved. What is not so well known, how- 
ever, is the fact that there are many patients in mental hospitals whose 
illnesses are not due to organic changes in the brain but represent rather 
the end-states of untreated or inadequately treated neuroses. As to this it is 
important to be clear about what | am wor saying. | am not saying that 
every untreated or inadequately treated neurosis ends up as a psychosis. 
Fortunately this is not true. Many untreated or inadequately treated 
neuroses stabilize on a plateau, which is half-way between health and 
a complete mental breakdown, without reaching either a spontaneous 
cure or a spontaneous decompensation. On the other hand I have never 
seen a psychosis which failed to give a history of an untreated or in- 
adequately treated pre-existing neurosis, out of which the psychosis 
had grown. Again I am not claiming that the early treatment of every 
neurosis can prevent the development of a later psychosis. One can 
say only that adequate treatment in childhood, adolescence, and early 
adult years can prevent the development of a very large number of 
later psychotic breakdowns, but not of all. 

Clearly then in the daily practice of organic medicine in general 
hospitals, in out-patient clinics, and in the private office, it is of prime 
importance to recognize and to treat as early as possible the universal 
neurotic component in all patients, no matter what their organic ail- 
ments, so as to lessen the burden of the mentally ill in hospital, to spare 
the suffering of human beings who battle throughout their lives with 
uncured neuroses, and to lessen the fantastic waste of medical and 
surgical manpower, facilities, and supplies. 

Any effort to implement such a program creates many new prob- 
lems for the physician; and it is to these that I want to devote some 
thought. First let us face the fact that it is one thing to recognize in 
someone else the need for treatment: it is quite another to recognize it 
in oneself or in a member of one’s family. Every physician soon real- 
izes this when he sets out to convince someone that he himself or some 
relative should consult a psychiatrist. Only rarely are we willing to 
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accept such a recommendation at once. Sometimes the patient is will- 
ing, and the family objects. Sometimes the family is eager and the 
patient objects. Sometimes trusted medical and surgical advisors con- 
stitute his psychiatric majesty’s loyal opposition. In general where the 
patient’s symptoms make his family uncomfortable, the family urges 
treatment while the patient objects: whereas where the symptoms make 
the patient uncomfortable, he seeks help, while the family tends to 
regard this as much ado about nothing. For instance, if a patient has 
a counting compulsion of such severity that he has to count every 
book in a room before he can enter it or leave it, he will come for 
help without much urging. Or the patient who suffers from extremely 
painful anxieties, or who has a fear of traffic or of open places so great 
that he cannot leave his home, or who has fear of dirt which makes 
him wash his hands until the skin peels away: all of these seek help 
of their own accord. No one needs to diagnose them or to persuade 
them. They come begging the psychiatrist to give them help. These, 
however, are all fully developed neuroses. The issue here is not one 
of early preventive treatment, but of belated treatment in an effort 
to reclaim someone who is already deeply enmeshed in illness. But in 
the larval stages of a neurosis a patient’s symptoms not infrequently 
are more uncomfortable for the family than for the patient; and it will 
be the family who urges treatment, while the patient remains relatively 
complacent. In these ways difficult problems arise whenever we at- 
tempt to use psychiatry preventively with patients whose illnesses are 
still in larval form: and it is precisely here that the general physician 
or surgeon finds himself up against problems which are different from 
those which confront him when he makes any other kind of referral. 

He will find that patients do not want to be told that they are in 
danger of developing serious psychological disturbances and that they 
require preventive psychiatric treatment. Furthermore, families may 
be as reluctant as patients to hear such advice; because such warnings 
frighten everyone, by arousing a primitive terror of going insane. This 
fear in turn often turns into anger, with the result that the patient 
may run from the physician or surgeon who has made this sound recom- 
mendation to some less astute medical advisor who will be more re- 
assuring. Some patients change from one doctor to another many times 
because each physician in turn urges psychiatric treatment, ultimately 
accepting psychiatry only many years after such a referral was first 
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attempted. During the years which are lost in this way the neurosis 
itself becomes more complex, irradiating into more aspects of life, 
thereby becoming ever more difficult to treat. A disturbance which 
could have been disposed of in a few months, had a patient sought 
help for his difficulty when it was first suggested, may become almost 
untreatable at the end of a dozen years of stalling. 

Furthermore, in addition to a patient's own fear of insanity, we 
often must overcome the same terror in the patient’s family. I have 
recently been consulted by a woman who needs and wants help very 
much. Unfortunately her husband, a brilliant and creative scientist, 
is even sicker than she is: but it is part of his illness that he is terrified 
at the mere thought of psychiatry, whether for his wife or for himself. 
For her to receive treatment would bring the whole subject too close 
to his doorstep for comfort. Any mention of it throws him into a 
state of terror and rage. Furthermore, jealousy of men plays so im- 
portant a role in his reactions that | have urged that if his wife is to 
be treated at all it should be by a woman. 

The fear of psychological disturbances is deeper in our culture 
than is ordinarily realized. It arises out of many complicated confusions 
of our early years: and it is linked to many superstitions. It can lie 
dormant for long years only to explode on slight provocation, When 
a patient finally comes for treatment, many of the buried fears which 
lay behind his prolonged flight from psychiatry may come to light 
for the first time. For instance one may find that he felt that to face 
illness and think about it would actually bring it on; or he may have 
felt that a public acknowledgment of psychological difficulties consti- 
tuted a public acknowledgment of private shame. 

Thus in addition to these secret but nearly universal terrors of 
insanity, which may be touched off at the:mere thought of a psychia- 
tric consultation, we must also deal with and overcome the quite 
special sense of shame, which surrounds any acknowledgment of a 
need for psychological help. To many people this is tantamount to 
a public confession of moral or spiritual inferiority. Certainly the 
tendency to play ostrich is not peculiar to the responses of human 


beings to psychiatry. In most of us there is a carry-over from: child- 
hood of the feeling that if we do not think about something, and if 
we do not talk about it, it won't happen. Yet a special type of consci- 
ous and unconscious mythology can be discovered in the universal 
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sense of shame about mental troubles. This is the feeling that for any- 
thing to go wrong in mental functions indicates either an inherent 
inferiority, or else that we have done something shameful to ourselves. 
We are guilty in some mysterious and humiliating way: and the ack- 
nowledgment of the illness is tantamount to a public humiliation. When 
medicine attempts to deal preventively with cancer or tuberculosis, 
it runs into a part of this problem. Thus there are people who would 
prefer not to go to a doctor for a periodic physical check-up as though 
the periodic examination in itself would invite not the detection of the 
early stages of some illness but the illness itself. In psychiatry we are 
opposed not merely by this feeling that to face reality is to court dis- 
aster: but also by this sense of public shame. Perhaps it is precisely 
because such illness is psychological that this feeling has such a special 
intensity. However that may be, all of these attitudes conspire to block 
our efforts to induce patients to accept their need for treatment early 
enough so that we can use treatment for preventive purposes. 

In maneuvering our way around these obstacles it is always helpful 
for the internist, surgeon, and psychiatrist, to plan their campaign 
jointly. This means time-consuming conferences, most of which are 
unremunerated, many of which are wasted, but which can also be 
enormously rewarding. Let me describe examples both of success and 
of failures, because we can learn only by contrasting them. This will 
take us to the autopsy table of experience, to stories which have un- 
happy as well as stories which have happy endings. Perhaps it will 
leave a better taste in your mouth, if we begin with a happy tale. 

Many years ago one of my colleagues phoned to me and said: 
“You are a neurologist, aren’t you?” Somewhat mystified I said, “Yes.” 
He then said, “You would vot be a psychiatrist, would you?” [ began 
to catch on, and said, “Good Lord, no.” He said, “Well, | am glad 
to hear that, because Mr. and Mrs. X are sitting here with me. Their 
daughter has been in bed for nearly a year; and | think that she needs 
a careful neurological examination and perhaps treatment by you. Mrs. 
X says that if it is absolutely necessary she will allow her child to see a 
neurologist, but under no circumstances must she ever see a psychia- 
trist.” “That was how we began; and it took long and careful work, an 
intellectual and spiritual wooing of these parents, to win them from 
their deep terror of and bias against psychiatry, before this youngster 
could receive the analytical treatment which she needed. The end was 


| 


Neuroses and Psychoses in General Practice 561 


a happy and successful life: complete health, success in college, a career, 
a happy marriage and a family of youngsters. Not long ago that same 
mother, now quite old, came to visit me and referred to this original 
telephone call fifteen years ago. She told me shyly that in her will she 
was leaving money to pay for the analytic treatment of some impecuni- 
ous youngster, the age that her daughter had been when this “neurolo- 
gist” was first called in. 

How often, | wonder, do consultants in internal medicine or in sur- 
gery or in other organic specialties have to deny their own special fields, 
as a necessary prelude to bringing help to a patient? 

Now let me describe a typical failure. Four years ago three col- 
leagues and | sat together with the family of a patient who had been in 
and out of hospitals for quite a number of years. ‘Two important thera- 
peutic weapons had not been tried; because the family had never been 
able to commit itself wholeheartedly to any sustained program of treat- 
ment. The story of this patient’s descent into chronic illness was not a 
story of the inevitable downward progress of an unalterable pathologi- 
cal process. It was rather the story of familial vacillations, of the fluc- 
tuating opposition of the parents, of the husband, and of two other 
medical advisors. Whenever the patient slumped they cried for help. 
Whenever the patient improved they pretended that it had all been a 
false alarm. Again each of those who made up the emotional climate of 
this patient’s life was himself a sick human being. Yet not one of them 
was ready to face his own illness or his own need for treatment. As a 
consequence every time any program of therapy was begun with this 
unfortunate patient, before it had been underway very long, one or 
another of these relations would interrupt it. On one occasion the 
patient was actually kidnapped from a hospital while on an afternoon’s 
outing with a relative. The tragedy of this was that the patient could 
have been cured: but in order to gain access to him we would have had 
to cure the neuroses of at least four individuals who opposed the patient’s 
treatment, simply because not one of the four would face the fact that 
it was his own neurosis that he was protecting. This patient’s life ended 
in a wholly unnecessary suicide. Again, where else in medicine does 
one encounter this kind of obstacle merely to bringing treatment to an 
ailing human being. Here again we are confronted by that same old su- 
perstition: “If you face and admit it, you bring it on,” like the child with 
a nightmare who hopes that if he does not open his eyes and does not 
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look, the dreadful thing will no longer be there. This is the attitude that 
most people bring to psychiatric problems, i.e., biases and prejudices 
which arise out of deep human shames and terrors. 

In the approach to treatment another problem arises which puts 
heavy and exceptional demands on the referring physician. He has to 
allow patients enough time to adjust themselves to the plans for psycho- 
therapy which he is trying to work out. He must allow the feeling of 
illness to develop parallel to the growth of a confidence that help is 
available. If the sense of illness and the attending alarm develop too 
rapidly, the patient is likely to run away, dismissing all warnings, calling 
the physician an alarmist, and a Cassandra. If, on the other hand, the 
physician is over-optimistic about the availability of help, then the pa- 
tient may expect instant miracles and immediate relief. 

And all this time the patient and the patient’s family tend to hear only 
what they want to hear. We all learn to accept with what equanimity 
we can muster the distorted echoes of our own words, so altered that 
we blush to think that this is what will be reported to others as being 
our words of so-called “wisdom.” That is daily diet for the psychiatrist 
who frequently can barely recognize his own words when he hears their 
echo. It is an experience to which the general practitioner also becomes 
accustomed as soon as he invades this field: and he will hear his advice 
misquoted and reduced to absurdities many times before it is accepted. 

One of the natural mistakes which the referring physician frequently 
makes, and which can cause serious trouble later on, is to convince a 
patient ahead of time that there is some form of therapy or some one 
psychiatrist who holds the key to health, without regard to the question 
of whether or not that particular therapy is appropriate for the illness 
in question; and equally without regard to the question of whether that 
“one” psychiatrist will have an opening on his schedule. The psychiatric 
treatment of each individual patient makes such heavy demands on the 
psychiatrist’s time that he cannot conscientiously undertake the treat- 
ment of more than a limited number of individuals. There have been 
times when I was already working 14 hours a day, only to have a 
friendly colleague call me up to say to me, “You must take on John 
Jones. | have worked for years to get him to come to see you. He won't 
go to anybody else. Now he ts ready: and we must strike while the 
iron is hot. If you say no, | do not know what is going to happen to 
him.” He had sold John Jones not on his need for psychiatry, but on 
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a fantasy that I was the only sound man in an unsound field, indeed 
the only miracle worker. My colleague had done John Jones no service. 
Consequently every psychiatrist has had the experience of having pa- 
tients come, persuaded that they could be cured by only one specific 
method, ¢.g., by hypnotism, by some brief form of psychotherapy, by 
analysis alone, etc., when the case may actually be incurable, or it may 
be one that cannot possibly be treated by hypnosis without great risk, 
or for whom analysis is wholly inapplicable, or where the thought of 
brief psychotherapy is preposterous. Certainly to seduce a patient into 
treatment by holding out false hopes, or to impose on a patient one’s 
own convictions as to the form of therapy which may ultimately prove 
desirable is quite as undesirable in psychiatry as it is in any other field 
of medicine. 

I point out such errors as these not in order to criticize our col- 
leagues, but because they are natural errors into which we are led in 
our sometimes desperate efforts to deal with the intrenched opposition 
to the early use of psychiatry which I have been describing. We are 
driven by our growing realization of the enormous importance of tack- 
ling these problems before they become chronic and before they have 
distorted human life. Yet in the families of our patients as in our patients 
themselves we are opposed by these many forces which lead to post- 
ponements of the evil day. It is natural for the physician to try to by- 
pass this opposition by holding up a hope of quick and easy therapeutic 
results, or by stressing the miraculous value of some new technical de- 
velopment in psychotherapy or the special virtues of some one individual, 
or by promising to keep a constant eye on the progress of the treatment, 
and the like. I have full sympathy with this. Indeed, I have made every- 
one of these mistakes myself in attempts to induce reluctant patients to 
go into treatment with fellow psychiatrists. Frequently in dealing with 
reluctant patients I rule myself out as the therapist, so that at least they 
will not feel that I am merely cooking up trade for myself. Thus I 
make myself a relatively disinterested advisor. By this device, except 
for being a psychiatrist and having an axe to grind for psychiatry, I 
am in the same position as any other referring physician. Therefore, I 
know how strong the temptation is to use any argument to persuade a 
reluctant patient and his reluctant family not to lose valuable time: and 
I have learned of these errors which I am criticizing by committing them 
all. Therefore, I cannot urge too strongly that they be avoided. As one 
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of the ablest of my colleagues said to me the other day, “I feel happiest 
about my ability to help a patient when the patient comes to me and 
persuades me that he needs and wants and deserves and should have 
treatment.” The popular idea that intensive psychotherapy is an emo- 
tional bubble-bath is far from the truth, as | am sure you all realize. It 
is as tough an experience as a human being can undergo. And unless 
the patient comes with his own urgent and insistent demand for help, 
he is not likely to get much out of his treatment. One index of its prob- 
able value will be the urgency of the demand that comes from the pa- 
tient himself, rather than from the patient’s advisors. To this rule, as 
to all rules, there is, however, at least one important exception. Some 
patients come reluctantly, grudgingly, and only after heavy pressure 
has been used. Once they are over the hurdle they generate an intense 
and earnest purpose of their own. This happens especially if the antici- 
patory reluctance is due largely to a kind of stage-fright. It is hard 
to predict when this will happen: but the possibility must be kept in 
mind and justifies us in doing our best to induce reluctant patients to 
make a tentative trial of treatment. 

In my own experience there is no perfect way of dealing with the 
deep-rooted fears, biases, and prejudices, and mythological shames, which 
have to be overcome in bringing patients to treatment. One must repre- 
sent reality, however, by gently bringing these fears and shames into the 
open. The patients themselves and their families will never speak of them 
spontaneously. The physician must do the talking for them, discussing 
quite freely the inarticulate attitudes which our culture engenders in 
us, or which seem sometimes to arise almost spontaneously. A certain 
number of people will respond at once to such frankness with an eager 
sense of release. For them open discussion can tilt the balance in the 
direction of accepting the aid that one is holding out to them. In others, 
in whom there are deeper, more personal neurotic roots to their opposi- 
tion, frankness will make their reluctance less articulate, more solid, 
and more rigid. When up against this, one simply has to accept the 
fact and wait unhappily until the neurosis itself takes such a toll of life 
and causes so much pain that the patients can no longer turn away from 
treatment. Do not think that this is easy. It is a frequent breeder of 
tragedy. Because not infrequently it means waiting until a psychotic 
decompensation has broken down the opposition to treatment which 
the family physician was unable to overcome. 
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I think back to one of the most tragic experiences of my entire 
life as a psychiatrist. One of the finest women who ever consulted 
me came almost demanding to be analyzed. I was perplexed by her 
urgency even though she brought a recommendation from a colleague 
in another city that she should indeed be analyzed. We began 
work; but within a few weeks it became clear that the wrong person 
was on the couch. This woman did not need analysis, although she 
did need help and advice desperately. She was married to a man 
who suffered from a bitter, hostile, paranoid, and destructive neurosis; 
a neurosis which was threatening to destroy their only child and certain 
other people besides. Yet he would not face his illness or his need for 
help. This woman had come in a desperate effort to heal him: by absent 
treatment, with the fantasy that by some superhuman adjustment she 
would be able to ease the pressure of his neurosis. I was in the unfortu- 
nate position of having to tell her that she did not need that kind of 
treatment, that I would help and advise in any way that I could, but 
that I literally feared for her safety. I also worked with her for weeks 
on methods by which he might be induced to seek treatment: but 
never to any avail. It was only then that I made her face the possibility . 
that she might be risking her own life and her child’s. This was too 
much for her to accept; and she left, ultimately paying for her reluc- 
tance to face reality with her death; because he killed her and himself 
and nearly succeeded in killing their child. I stress this because it is 
important to accept humbly the fact that we are not omniscient or 
omnipotent and that this is an area of medicine in which we often meet 
defeat, and that our best efforts to induce patients to accept preventive 
treatment often meets this fate. ' 

This is of particular importance when we deal with a neurosis which 
is masked by an organic disease. We all know that we can have measles 
and a broken leg. What is not always recognized is how frequently an 
organic disease masks a neurosis. For every patient who gets emotion- 
ally upset when he falls ill, there are a hundred who sit back with com- 
fortable complacency and a great sigh of relief feeling, “Isn’t this 
wonderful? Here I am sick. I am laid up in bed. I will be taken care 
of. I don’t have to go to work. I am free of my responsibilities.” Some- 
times it is just a stressful, external situation from which the patient 
takes a temporary vacation. Sometimes it is a subtle and deeply buried 
internal problem from which the organic illness offers an escape. Such 
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individuals make ideal patients while sick; and the emotional storm 
begins only when they are convalescent or when they face leaving 
the hospital to go home. Obviously then if we want to use psychiatry 
preventively in daily practice or on the medical or ‘surgical wards of 
a hospital, we must offer psychiatry not only to patients who are obvi- 
ously disturbed but also to patients with unrecognized emotional 
problems of which they are not aware. Indeed this will ultimately 
be our greatest opportunity. I saw in consultation a few weeks ago 


i 

: a fine young mother whose only complaint was an unexplained 
f fever and fatigue. An astute family physician recognized that what- 
4 ever might be the physiological mechanism of this minor disturbance 


in temperature regulation, it was somehow tied up to an insidious 
but important emotional problem. The background was revealing. 
; She had been brought up in a patriarchal atmosphere quite rare in 
this matriarchal culture of ours. Her grandfather, father, and broth- 


ers had completely dominated the home picture. She was the only 
girl child in the family; and of necessity, although she was the little 
: princess, she was trained to be a meek one, Underneath was a 
rebellious and tough little spirit. Ultimately she married a firm, strong 
ally, i.e., an extremely vigorous man who, as could have been predicted, 
turned out to be just as patriarchal as her father and her grandfather 
had been. Then she became the mother of sons who grew up to be 
vigorous, healthy boys of whom she was enormously proud. But she 
began to feel herself iemmed in again, caught up in a fantastic reliv- 
ing of the pressures of her earliest years. Anyone with eyes in his head 
, could see that this young woman was heading for difficulties in which 
she would need help. Yet she had always led a vigorous and healthy 
life. How to bring her to use psychiatry preventively was the problem 
that confronted her far-sighted internist, and a problem that confronted 
me. This was complicated by the fact that to accept her need for 
treatment was like accepting an inferior status, a stamp of inferiority. 
Treatment itself was to her a confirmation of the very stigma that 
she had spent her life fighting against. How did we deal with it? In 
the first place by pointing out the chain of events and circumstances 
which were slowly steering her into difficulty. In the second place by 
indicating how much more difficult these problems were bound to be- 
come before they got easier. Third, by trying to make her see that as 
inevitably as the progress of the seasons or the law of gravity, they 
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were generating in her certain stormy reactions; and that to face these 
was no indication of weakness or of inadequacy or inferiority. Will 
she accept this? We do not yet know. The matter has been sub judice 
now for three years. Every once in a while when she becomes espec- 
ially fatigued and the temperature balance goes off, the issue comes up. 
Then it disappears again, when for the time being the problems recede 
and the pressures become less. My hope is that she will ultimately 
accept treatment. She may be 4o by that time; and we may then wish 
that she had accepted it at 30. But I know of no way, in a situation of 
this kind where the neurotic forces are well compensated, by which 
we can force the issue in any precipitate form. There is no one who 
can prophesy dire disaster. And there is no way of proving that our 
prophesy would come true. We can say only that the chances are 
that she will lead a fuller, freer, happier, more deeply rewarding life 
if she rids herself of some of the scars which the special circumstances 
of her early life have left in her, and which now are vulnerable to the 
special circumstances of her adult years. Holding that simple, inescap- 
able fact up to her from time to time is slowly beginning to whittle 
away at her defenses, and is opening her thoughts to the possibility of 
life’s enrichment. This is at least as persuasive as any dire predictions 
of later unhappiness. In such a case what do | mean by later unhappi- 
ness? I mean quite specifically the prevention of the so-called involu- 
tional melancholias of the 40’s and the 50’s, which evolve with such 
‘fateful inevitability out of just such masked neuroses of the 20’s and 
the 30's. 

This leads us, however, to another one of the anomalies of the 
psychiatrist’s position. When he does persuade a patient to accept psy- 
chiatric treatment preventively, he has no way of proving that his 
prophesies of doom would have come true had they been neglected. 
He cannot split his patient down the middle and treat one half and 
keep the other half for control. How often I have wished that | 
could. We can only depend on our own best judgments and that of 
our colleagues, and our opportunities to compare the outcome of com- 
parable neuroses in different individuals, when they are treated in 
late adolescence or early adult years with the outcome when they 
remain untreated. 

This point will be illustrated further by another of the anomalies 
of daily practice, the fate of the so-called “campus hero.” This is a 
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diagnosis that I make with increasing frequency: the “campus hero.” 
I wish that our universities would pay more attention to this 
problem. The campus hero is a man or woman who comes to me in his 
30's or 40's, or 50's with a severe neurosis or perhaps on the edge of a 
psychosis, with a life story of uninterrupted success and leadership in 
childhood, school, adolescence, and early adult years; in sports, studies, 
and in social life. He or she had been regarded as the model of the well- 
adjusted young individual. Why then did he fall ill? One goes 
back and examines with greater detail what was going on below the 
surface and finds that this smooth adjustment had been a cover for 
many stormy problems, problems which this individual had been able 
to master and hold in check and hide, but never to get rid of. One 
wishes that his life had not been so smooth, and that his problems had 
tripped him up at some point, forcing him to pay more attention to 
them, forcing earlier treatment. Such experiences have made me sus- 
picious of too smooth a course through those early years: because if 
we know anything about human development, it is that we do not 
yet know how to bring up emotionally healthy human beings. Therefore 
the apparently smoothly adjusted youth and adolescent and young 
adult is usually a simulacrum of health, and not the genuine article. 
This I believe firmly to be true, in the present state of our culture. 
One is constantly finding hints of serious trouble underneath the 
surface of a well compensated, productive, creative, and well-adjusted 
man or woman. What we lack is a magic mirror which would make 
it possible for that individual to look ten or twenty years into the future, 
to see the price that he will pay for this same nagging problem, which 
he is able to lock up in a water-tight compartment today. 

Let me give you another example of such a problem. One of the 
most brilliant and gifted human beings I know is at present working 
through the storms of a profound and bitter depression, with flaring 
anxieties complicated for the time with a savage drive to smother it 
all with alcohol. How did this start? It started after the birth of a 
second child with the sudden eruption of panicky states on leaving 
her own home. She would start out to drive to the market, and in five 
minutes she would be seized with a panic so great that she would have 
to turn around and dash for home. This was a woman with a well- 
earned international reputation, who had covered the face of the 
world in her independent travels, happily married to a man she loved, 
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and with three fine children. Behind this was the story of a tragic 
childhood, yet she could remember only two experiences of panic. 
On both occasions she had gotten lost “accidentally on purpose,” as 
the saying goes. Each time she had been holding her little brother by 
the hand, a little brother who for many reasons had been a major 
traumatic experience in her early life. She had gone to the store on an 
errand. Instead of turning back towards home she wandered almost 
in a daze, holding the little boy by the hand, walking into the nearby 
woods, losing herself, and then coming to in a state of terror and 
guilt. Thus in childhood her solution to a destructive home situation 
had been to run away. In adolescence this actually became the basis 
for a career in which her gifts and her beauty were fully rewarded, 
yet left her empty-hearted and lonely until marriage. Then came mar- 
riage and children, which brought certain problems in her relationship to 
her husband and sons. Suddenly the family constellation took on a 
fantastic resemblance to the family constellation of her early years. 
At once she was trapped: and about her relationship to her husband 
and sons feelings came to life which were identical with those which 
had overwhelmed her in her relationship to her brother and her father. 
It was in this period that explosive jets of panic began to occur every 
time she left home; because going to the market’ was like the childhood 
episode of running away from home. This started a downhill course 
into an illness which had gone on for nearly twelve years by the time 
she came to me. It threatened to destroy her life, her children’s health, 
and that of her husband. How could this gifted, vibrant, successful, 
beautiful woman have been brought to accept help in time to avoid 
the disaster that was threatening to overwhelm them all when she 
came for treatment? If the physician had built a relationship of deep 
mutual confidence and trust with the patient, such that the patient 
could tell the story as it really happened! If that physician had dis- 
cussed the whole story with a psychiatrist and had then laid out a 
campaign, knowing that it might take some years, knowing that his 
goal would be gradually to bring this patient to treatment before seri- 
ous trouble; then even if it had taken four or five years to reach the goal, 
several years might still have been saved. That is the kind of long-run 
planning which has to be envisaged in any preventive use of our psy- 
chotherapeutic techniques as they evolve in the future. This in turn 
will require a profound alteration in the climate of medical practice 
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and indeed in the climate of our entire culture. 

The amount of patience and time which this takes, and the quality 
of the relationship which has to be engendered between the referring 
physician and the patient give rise to another set of problems which 
are not easy to deal with. 

For one thing it creates a deep loyalty between the patient and 
the physician which tends to be exclusive, and which can make diffi- 
culties in the future treatment of that patient by the psychiatrist. 
Consequently one wise and experienced physician makes it a rule 
always to have his assistant take over the physical care of his patient 
while the patient is in psychotherapy. He remains in the background, 
to be called on in case of emergency. He does this so as not to let 
the patient play him off against the psychiatrist during difficult Phases 
of treatment. Where a physician fails to take such precautions, in 
spite of good intentions his mere presence in the patient’s life may 
render psychotherapy ineffectual. One patient of mine used to stop 
in to see his physician before each psychotherapeutic session, spill- 
ing to his lifelong medical friend and advisor everything which should 
have been saved for his treatment. The result was that his psychothera- 
peutic interviews were like eating yesterday’s cold potatoes. 

We have spent a great deal of time on the difficult problems of 
early referral. We come next to another important question which 
has arisen only since psychiatry has begun to be used preventively. 
This is the danger of psychotic explosions. The whole future of pre- 
ventive psychiatry depends in part upon how wisely this is handled. 
We have learned that any neurosis can mask a psychotic potential. 
Similarly any organic disease can have the same masking effect. Patients 
may explode out of this latent phase into a psychotic state from sleep, 
from a dream, from an organic ailment, from a broken leg, out of 
some apparently superficial neurotic disturbance, from a superficial 
psychiatric interview or as a reaction to a battery of psychological 
tests or a battery of organic laboratory procedures. All such manipu- 
lations, whether psychological or physiological, can be loaded with 
symbolic significance to a patient; and this symbolic content, both con- 
scious and unconscious, can be so highly charged that it can touch 
off a major psychotic explosion. Nor are we prophets enough to be 
able to predict when this will happen. It is obvious common sense to 
realize that if the process of examination, of history-taking, of giving 
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tests, can sometimes explode a psychosis, then there is no perfect way 
of avoiding such explosions; since we cannot know ahead of time how 
potentially sick a patient may be until we have examined him. Let 
me repeat this, since I cannot over-emphasize its importance. The 
referring doctor must realize that a certain small proportion of pati- 
ents whom he refers for psychiatric examination and therapy will 
explode into something serious, almost as soon as they are seen. This 
has happened to every psychiatrist | know, despite every effort at 
tact. Indeed tact itself can touch off an explosion. This is another 
reason why the family physician should talk to the psychiatrist and 
go over the situation ahead of time to see if the psychiatrist can prog- 
nosticate this danger in absentia, even before he has seen the patient. 
If the danger seems to be at all imminent, then the danger should be 
discussed with some responsible member of the patient’s family, ex- 
actly as one discusses surgical risks openly with some responsible rep- 
resentative of a family. Furthermore, if the danger of a psychotic 
break seems really imminent, then even before an examination is 
made the costs and methods and alternative places of hospitalization 
should be discussed with the family. Only rarely do such precautions 
have to be used: but when they do become necessary the value of 
having been forehanded about it is incalculable. The family is spared 
a shocking surprise. The patient’s life may be saved. And paradoxical 
though it may seem a family’s mythological fears are lessened when 
the real dangers, even though remote, are discussed frankly and 
simply and honestly in terms of realistic precautions. Hence my em- 
phasis is on openness and frankness, insisting that family and patient 
face all risks with open eyes. This is the best way of lessening the 
obstacles to treatment which arise out of more fantastic feelings of fear 
and guilt. 

I want to discuss one final problem. Here we are up against an- 
other interesting and quite human paradox. Those internists, surgeons, 
and general practitioners who are most interested in psychiatry, who 
read about it, who like to discuss the psychiatric implications of their 
patients with their psychiatric colleagues, are sometimes the very ones 
who unwittingly do a lot more damage. They do this damage in one of 
several ways. Sometimes they hold on to their patients too long in the 
effort to treat them themselves. Sometimes they try to short-cut the 
whole process of treatment by confronting their patients with blunt 
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interpretations of the meanings of their symptoms, without consider- 
ing the explosive after-effects of such precipitate insight. Here again 
if they will keep in mind certain simple common-sense rules they can 
avoid difficulty. Long ago the late Dr. William Alanson White, then 
the Director of St. Elizabeth’s Hospital, said, “Never tell a patient that 
two and two is four. If he thinks it is three or five, he has to think this: 
and if you try to tell him the obvious, you will either waste your 
breath or you will precipitate him into a serious emotional explo- 
sion.” The psychotherapeutic job is patiently to find out why that 
patient has to believe that two and two make three or five; and once 
you and the patient have discovered why he has had to believe such 
a thing you will find that he has discovered for himself that it makes 
four, and you never need to tell him. In practice what does this mean? 
It means that the more obvious the untruth, the less value is there to 
correcting it: the more obvious the meaning of a symptom, the more 
wary should one be about interpreting it. It means that whenever a 
patient cannot see the obvious he must weed his blindness. More than 
that, it means that the truths about themselves which patients discover 
as the fruit of painful weeks and months of treatment, may have been 
quite obvious to all of his friends and relatives and physicians for 
many years. Indeed these well-meaning individuals may say, “I could 
have told you that before you ever went to treatment. You did not 
have to go to anybody to find that out.” This is an understandable 
comment but it misses the whole point of psychotherapy. It is not 
the truths we discover that make us well: it is the removal of the 
blinders which obscured the truth. In the meantime, flexible, sensible, 
conservative use of all practical common-sense methods is the best test 
that a practitioner can use of the seriousness of any underlying psy- 
chiatric disorder. If a patient can use common-sense advice effectively, 
no more is needed: and our patient cannot have been very ill. When 
it rolls off the proverbial duck’s back, then that duck is ill and needs 
technical help just as early as it can be brought to bear. 
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Js the announcement of these lectures clearly states, all 

discussions will be devoted to recent advances in the 

A subject. Just what is to constitute the “most recent ad- 
vances”—just where to draw the line—must sometimes, 

& = I suspect, be a problem in some of the specialties, but 
this, at least, is one thing which the lecturer in psychology need not be 
concerned about, for the very appearance of psychologists in the field 


of somatic disease is a “recent advance,” and the inclusion of such a 
lecture in this series is, in itself, a first event, so that I do not need to 
weigh the pros and cons as to what constitutes “new material.” 

While this is an obvious advantage, the position of the psycho- 
logical lecturer in the medical field has its own peculiar difficulty. 
Perhaps this can best be expressed by saying that the raw material of 
my science is not that which you are accustomed to deal with, nor 
can I assume that the household words, the obvious concepts, the 
names of tests and procedures of my field are in any way meaningful 
to you. In addressing a medical audience, therefore, | am constantly 
faced with a dilemma. If I take time out to make my procedures mean- 
ingful to you, then the results of these procedures, the findings, the 
conclusions, cannot be squeezed into the short time at my disposal. 
However, there is danger in speaking only about the results of psycho- 
logical tests, when the procedures themselves are not understood, for 
such results may appear arbitrary or dogmatic. 

While I have no solution for this dilemma, I feel that to point to it 
as a problem is at least one step in the right direction. 

Before embarking on my main topic, which will be consideration 
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of how and in what areas psychological tests have been, and can be, 
used for a better understanding of the patient as a whole person, let 
me mention some of the general characteristics which distinguish 
this clinical type of testing, known as the use of the Projective Tech- 
niques, from the concept of psychological tests as it usually exists in 
the mind of the non-specialist. 

It is safe to say that most persons, at one time or another, have been 
exposed, in our American culture, to a test of intelligence. In such 
a test they will have been asked to perform various kinds of mental 
operations, involving informational knowledge, memory, abstract think- 
ing, arithmetical ability, and the like. Their score—their 1.Q.—will de- 
pend on the number of correct answers achieved. That is, for any 
given question, there is one correct answer and one only. 

The Projective Techniques, on the other hand, are characterized 
by the fact that there is literally no right or wrong answer in itself— 
the meaning or significance of any one response or answer can be 
understood only in terms of the total production. These tests are situa- 
tions, by and large, where the individual is led on to reveal the pattern 
of his own psychological life, his ways of thinking, acting, feeling and 
imagining. He is asked, so to speak, to project outwards the picture 
of the dynamic pressures that are within him. 

Lawrence Frank,' for example, said that the projective methods 
are designed to permit a study of the unique idiomatic individual, that 
individual being conceived as a process of organizing experience which 
must elude the investigator who relies on methods that of necessity 
ignore the patterned quality of each personality. 

This projecting outside of ourselves the patterns which are within 
us is actually nothing recondite or mysterious. The way we tell whether 
one person is a “tidy” individual or an “untidy” individual is not by 
looking at his mental processes themselves—but by looking at the 
room in which he has been living. The “untidy” person has left his 
mark on the outside world, as has the “tidy” one. We can say a “tidy” 
or “untidy” person has been here. We never actually know the psycho- 
logical process of tidiness or untidiness directly. We deduce this from 
that which has been projected out, onto the external world. 

The principle underlying the well-known Rorschach Inkblot Test 
is, of course, just this. What the individual tells us about the inkblots, 
we know has nothing to do with the inkblots themselves. They have no 
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meaning. In telling us how they look to him, the patient tells us about 
his own attitudes, feelings and experiences. Looking at an inkblot pic- 
ture, for example, one 7-year old twin remarked: “Here are two boys, 
and one boy is taking a toy away from the other one.” His more pas- 
sive brother, seeing the same inkblot shortly afterwards, described it: 
“Here are two boys. One is having his toy taken away from him.” 
Here identical material is reorganized in two ways—ways which were 
characteristic of at least one aspect of each of the twin’s personalities. 
(Neither answer is right or wrong—each is significant only if rein- 
forced by other such answers.) 

A couple of analogies may, I think, help to epitomize the type of 
information that is available to the psychologist when the projective 
material has been assessed and evaluated. We may liken our tabulated 
results to dials in a powerhouse, indicating various pressures in vari- 
ous parts of a complicated physical system. We are able to tell, even 
though the individual himself is quite unaware of it, which pressures 
are, let us say, dangerously near the point of explosion, or, conversely, 
when there is too little steam to permit adequate functioning. We get 
a picture of the hidden dynamics and the strains and stresses below the 
surface. If one talks to an individual in a casual fashion, or even ex- 
amines him in a face to face interview, it may not be possible to get 
the information about the relative strength of these various strains and 
stresses. From the Projective Techniques, we are able to gauge to 
what extent the individual’s psychological energies have been diverted 
into any one particular psychological system to the exclusion or ex- 
pense of others. These tests provide us with ways of assessing to what 
extent a given disturbance permeates the system at large or is relatively 
well localized. 

Another analogy which may help to epitomize the characteristic 
of the Projective Techniques is to visualize footprints in the sand. See- 
ing these footprints (even if there is no sign of any one) we can deduce 
that a man, woman or child, or maybe a dog, walked along ahead of 
us. In the “meaningless” material, or psychological sand, provided by 
the Projective Techniques, the individual leaves an imprint of his 
psychological self and thus, while we cannot see that psychological 
experience in itself, we are able to deduce some of its properties. 

Ironical as it may seem, one could describe a good Projective Tech- 
nique as one which appeared meaningless, silly and trite to the parti- 
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cipant, for it must give no clue whatsoever as to the type of informa- 
tion it seeks to elicit, and must have sufficiently amorphous properties 
so that it does not prescribe what should be done with it. Unlike the 
bottle in Alice in Wonderland which said prink Me, the projective 
material leaves to the subject who is taking the test, the responsibility 
of deciding what to do with it. 


Areas Wuere PsycuotocicaL Tests Can Be Usep 


Let me now briefly outline several different areas in which psycho- 
logical tests can be utilized in the field of medicine, and then go back 
to discuss and amplify each area. 

1. They can be used, for example, to assist in the screening of 

patients for whom plastic surgery may be most helpful. An understand- 
ing of the total personality and, in particular, the extent to which 
neurotic difficulties may be related to the physical deformity, may in- 
sure better total results. The work of MacGregor and Schaffner? may 
be used to illustrate this particular type of investigation. 
2. Psychongical tests may be used for an understanding of the 
personality type and highlighting of the specific and personal anxieties 
so that when psychotherapy is utilized as an adjunct to physical mea- 
sures, it may proceed with a realization of problems at a level not 
always apparent in the initial psychiatric, or clinical, interviews. Booth’s 
work* on the parkinsonian personality and his utilization of his find- 
ings in therapy would be illustrative of this. 

3. Psychological tests can be utilized to aid in differential diagnosis 
or as an additional diagnostic instrument in cases where there is doubt 
in regard to organic cerebral pathology as opposed to neurotic mani- 
festations. Rorschach,’ Piotrowski,” Harrower-Erickson,® and others 
have highlighted the typical “organic” personality as reflected in the 


Rorschach Test. 

4. Psychological tests can be used for specific research studies as, 
for example, to measure the effect of some drug on the intelligence 
level or to assess a change in personality structure. For instance, the 
work of Zimmerman, Burgemeister and Putnam’ on the effect of glu- 
tamic acid upon mental functioning in children and adolescents. Or, in 
the assessing of personality changes following lobotomy. 

5. Psychological tests can be used to validate, correct or modify an 
initial clinical impression as, for example, in relation to the problem of 
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the psychological effects of ACTH where it has been assumed in some 
instances that psychotic changes occur in these persons with previously 
unstable personalities. 

6. Psychological tests can be used in research projects which at- 
tempt to assess the common element in the psychological characteris- 
tics of a given disease entity. Or, as a sub-division of the above, to de- 
termine whether personality differences can be found when the disease 
process has a different bodily location, as for example, cancer of the 
breast, as opposed to cancer of the cervix, the studies of Tarlau and 
Smalheiser.* 

Let me turn now to illustrations in greater detail of each of these 
areas where psychological tests may be used. 


PsYCHODIAGNOSIS WITH REFERENCE TO SCREENING 


Psychological tests are frequently used for screening purposes, both 
to “screen in” a particularly desirable personality type, for some acti- 
vity, or te “screen out” various undesirables—undesirables, that is, for 


a particular activity. 

One area where screening appears to be of value in the field of 
medicine is in regard to the selection of persons for the correction of 
facial defects by plastic surgery. A very valuable study by MacGregor 
and Schaffner* in which some of the problems in regard to nasal plas- 
tic operations are disclosed, is now being expanded to include the use 
of the projective tests. 

These authors felt that the following criteria, arrived at by the 
interview technique might contra-indicate plastic surgery: 

“1. Confused, vague, or unconvincing explanations for requesting 

plastic surgery. 

Complaint about nasal defect not justified by its appearance. 
Defect which the patient wishes to have corrected is minor, 
by comparison with a more noticeable physical defect which he 
apparently ignores. 

Patient’s expectation of results from plastic surgery is excess- 
ive or obscure. 

Outlook for surgical improvement will not meet patient’s hopes. 
Patient’s psychologic unreadiness for an Operation. 

Request for surgery due to pressure from family, friends, medi- 
cal advisors, or others, rather than due to strong desire or con- 
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viction on the part of the patient. 

8. Patient’s history reveals previous nasal plastic operations which 

consistently failed to satisfy the patient. 

Patient's history of hypochondriasis, with requests for surgery 

of various types without adequate cause. 

10. Patient’s history of consistent, severe maladjustments in life 
situations. 

11. Placing of responsibility for patient’s difficulties in life outside 

himself, without insight into his own part in them. 

History of a past psychiatric disturbance, which requires con- 

sideration on whether the operation may upset the emotional 

equilibrium. It should be emphasized that wishes to mutilate 

or remove parts of the body are occasional manifestations in 

some types of psychosis.” 

In addition, these authors state: 

“An experienced psychologic investigator as a member of the team 
studying candidates for plastic surgery would be equipped to gather 
and help evaluate the sociologic data pertaining to the patient. In addi- 
tion he can serve as liaison between the surgeon and the patient. 
Through his insights, the patient’s problems, anxieties and expectations 
can be interpreted to the surgeon, thus enabling him to have a more 
thorough understanding of his patient and helping him to be in a better 
position to foresee or handle difficulties. When interviews and tests 
reveal deep-seated psychologic disturbances, the surgeon may be fore- 
warned and the patient or his family advised of the need for psychia- 
tric evaluation. The operation can then be held in abeyance until a 
more definite diagnosis has been made, thereby preventing the possi- 
bility of disturbance to patient, surgeon, and hospital, and subsequent 
dissatisfaction on the part of the patient.” 

The indirect approach of the Projective Techniques often brings to 
light actual delusional material in regard to a facial defect that may be 
successfully hidden at interview. 

I think of a patient whom I saw recently who commented that the 
inkblot picture showed a “man with a damaged and distorted nose /ike 
my own.” The patient’s nose was in no way distorted. This patient was 
not a candidate for plastic surgery, but it is safe to say that had he 
been, he would have been dissatisfied with any result, since his concern 
about his nose symbolized a much deeper problem in connection with 
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4 his concepts of his distorted genitals, a fact which was brought out 
during psychiatric treatment. 


PsyYCHODIAGNOSIS WITH REFERENCE TO THERAPY 


It has become a common practice among psychiatrists and thera- 
pists to obtain through the medium of psychological tests, as detailed 
an evaluation as possible of patients who receive psychotherapeutic 
treatment. Such personality appraisals give the therapists a birdseye 
view of the individual’s strength and weakness and may highlight areas 
of conflict which the patient, himself, is as yet unaware of or unwill- 
ing to bring into the therapeutic session. 

It is quite clear that personality difficulties and conflicts are to some 
extent also a part of a patient who is suffering from a physical disease 
as well as one whose main trouble relates to neurotic symptoms or 
emotional disturbances. Many forms of mild psychotherapy must go 
hand in hand with the treatment of the organic condition. To be aware 
of characteristics which have shown themselves experimentally to 
appear more frequently in patients with specific disease entities and to 
be aware of the peculiar individual problems that any patient is con- 
fronted with on a psychological level, must contribute to the overall 
handling of the patient as a whole. Thus, Booth,* as a result of his ex- 
perimental investigations with psychological tests on parkinsonian pati- 
ents, reports that the parkinsonian personality is characterized “by an urge 
towards action, expressed through motor activity and through indus- 
triousness. Striving for independence, authority and success within a 
rigid moralistic behavior pattern.” As a result of this, he feels “that the 
therapeutic approach to these patients can be made more successful by 
respect for their typical personality traits, in particular their excessive 
shame regarding failures and their need for purposive activity.” 

The group characteristics of patients with various physical diseases 
are, as we shall see later, interesting areas for research studies. But the 
diagnostic appraisal used therapeutically is more valuable when con- 
cerned with the person as an individual, rather than as a member of a 
group. To point this up, let me quote to you two cases where, with 
the identical symptom of headache, the detailed psychological evalua- 
tion highlighted two very different personality problems. 

The first patient, Mrs. A., was described by her physician as, “ A 
young woman of 21, who gave a history of frequent disabling migraine 
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headaches which had first appeared 11 years before and which had be- 
come worse in the past two years. They were of the typical migraine 
type, one-sided, throbbing, and accompanied by nausea and lassitude. 
They usually lasted three to five days. Partial and intermittent relief 
was obtained by the use of codeine. The headaches were prone to 
occur before important engagements. They were unrelated to specific 
phases of the menstrual cycle.” 

This patient, on detailed psychological examination, proved to be 
an unusually intelligent girl, with a personality picture which, at the 
moment, | will describe as well within normal limits. However, three 
important areas of conflict stood out very clearly. Undue perfectionist 
tendencies, rigid barriers against the expression of any aggression or 
hostility and a sustained struggle and conflict over the legitimacy of her 
exhibitionistic desires. In this instance, the physician who was treating 
her combined medication with a frank discussion of her problems as 
they had been reflected in the tests. This patient was able to utilize 
these insights and has since reported fewer headaches and that, more 
important, when they occur, she has been able to relate them to specific 
situations where tenseness, as she describes it, became “a rising cumula- 
tive process.” This tenseness, she realized, followed frustrations and 
conflict situations in which she somehow maneuvered herself and which 
she then could neither resolve nor handle. 

Patient B., a 17-year old boy, who was referred initially because of 
his complaints of headaches, presented an entirely different problem 
when envisaged through the test media. In terms of the total picture, 
the headaches were incidental. The test revealed that this boy was pro- 
foundly disturbed psychologically, appearing as a borderline schizo- 
phrenic. Extremely cautious psychiatric care was necessary and, in 
this particular instance, a period of hospitalization was ultimately re- 
sorted to. Test findings here bore no relationship to the somatic symp- 
tom of headache. And the psychological recommendations, as a result of 
them, pointed in turn to the general profoundly disturbed psychologi- 
cal picture, and could give no help in regard to the symptom itself. 


PsycHopiAGNosis witH RererRENCE TO DiFFERENTIAL DIAGNosts 


The use of psychological tests in differentiating between the patient 
with organic cerebral pathology and the patient with neurotic symp- 
toms simulating a cerebral lesion, was one of the earliest uses made of 
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the projective methods in clinical medicine. The so-called “organic per- 
sonality” as reflected in the tests, is perhaps the only one which may 
be spoken of as a bona fide psychological entity. There is a uniformity 
in the personality profiles of the organic patient which is quite startling. 
This uniformity results, it would seem, from the dropping out, or mask- 
ing of the many differentiated aspects of the personality so that, re- 
gardless of the wide varieties of personalities in whom brain tumor 
may occur, a uniform, stereotyped, constricted and impoverished per- 
sonality results as a psychological concomitant of the cerebral path- 
ology. This is easily demonstrated by a graphic portrayal of the test 
findings. 

The Rorschach Test, the instrument! which measures this particu- 
lar “blacking out” of individual personality characteristics most ef- 
fectively, can also be utilized following removal of tumor to trace the 
expansion of the personality and its increased differentiation over a 
period of time. Studies which have followed patients for as much as 
three years after operation will show quantitatively the reappearance 
of various differentiated forms of reaction which had previously been 
submerged or lost. Individuals who show this characteristic blacked- 
out or stereotyped personality profile may still retain high intelligence, 
and examination by intelligence tests alone may reveal no defects." 

A variation on this diagnostic theme is seen in a case reported by 
Pasquarelli and Bellak® where the question of “either idiopathic epilepsy 
and hysterical convulsive seizures,” was restated in terms of the demon- 
strable co-existence of two distinct personality patterns. 


PsycHopiAGNosis AS A MEASURING Rop or [IMPROVEMENT 


We mentioned earlier the study of the effect of glutamic acid upon 
mental functioning of children and adolescents as an excellent example 
of how quantitative measures can be introduced through the tests to 
substantiate and elaborate the clinical impression. In this experiment 
by Zimmerman, Burgemeister and Putnam,’ sixty-nine patients were 
examined, twenty-eight were children with convulsive disorders, eleven 
of whom are mentally retarded also; thirty-three of the 69 were mental- 
ly retarded without convulsions. The Stanford Binet Intelligence Test, 
the Bellevue-Wechsler Intelligence Test and the Rorschach Inkblot 
Test were used to measure changes in intelligence and personality struc- 
ture respectively. 
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Following a six-month period of treatment, the I. Q. (Intelligence 
Quotient) of the retarded group rose from five years eight months to 
six years eight months, or a year’s growth in mental age over a six- 
month period of treatment. This is twice as fast as would occur among 
untreated children of average intelligence since an average gain of six- 
months in mental age accompanies a change of six months in chrono- 
logical age. For the entire experimental group, there was a gain of 
thirteen months—six years ten months to seven years eleven months 


during a six-month treatment period. Individual patients showed im- 
provements as great as thirteen points on the weighted scale of the 
Bellevue-Wechsler, rising, for example, from 107 to 120, or changing 
from the Average to the Superior group of the total population. 

As far as the personality tests were concerned, the initial Rorschach 
records of these subjects were extremely stereotyped and meagre. Their 
performances were characteristically unproductive. Their relation to 


reality was extremely poor, Following glutamic acid, consistent im- 
provement was revealed both in productiveness and accuracy. A greater 
facility for the perception of details was apparent and responses indi- 
cating better social and emotional adjustment were also found in the 


post-treatment records. 

The authors feel that glutamic acid has an effect on mental function- 
ing which is measurable not only by intelligence performance tests, 
but which reflects itself in basic personality changes. Glutamic acid, 
they conclude, on the basis of these quantitative changes, accelerates 
mental functioning in human subjects and this facilitation is found in 
verbal, motor and imaginative levels. The most striking changes ap- 
peared in the most seriously retarded group where statistically signifi- 
cant differences are obtained between test and re-test intelligence quo- 
tients. In many cases, a greater degree of emotional stability resulted. 


PsYCHODIAGNOSIS WITH REFERENCES TO HyPorHEsEs 


A battery of psychological tests can be used to prove or disprove 
hypotheses with regard to personality changes following the adminis- 
tration of ACTH or cortisone. For example, there is, at the present 
time, the suggestion based on clinical impressions that the persons with 
unstable personality structures initially—are those in whom the drug 
precipitates a psychotic episode. Although insufficient evidence is avail- 
able at the present time, it would appear, from the psychological tests, 
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that such a hypothesis is not tenable. Among those in whom acute 
psychotic episodes have been precipitated are persons with test tind- 
ings well within normal limits prior to the administration of the drug. 

On the other hand, other studies with ACTH suggest parallel psy- 
chological and clinical findings. Barach has recently reported that asth- 
matics treated with ACTH experience what he describes as “a heigh- 
tened awareness of life.” ' The assessment of test findings of patients 
on ACTH for arthritis—obtained by one investigation and _ assessed, 
independently, by another't — has demonstrated quantitative changes 
occurring in the Rorschach, such that there is a rise in those scores re- 
lating to the capacity to experience and express emotional responsive- 
ness more fully. This could well be the test parallel to Barach’s clini- 
cal observations. Large-scale investigations of this kind, under care- 
fully controlled conditions, might lead to a better understanding of 
the action of this drug. 


PsyCHODIAGNOSIS WITH REFERENCE TO PERSONALITY TYPES 
IN DirreRENT Diseases 


Reports of attempts to find quantitative test evidence of “typical 
personalities” in various diseases may now be quoted, for example: 

Rosacea or Morbid Blushing: An experimental study reported from 
England by Plesch’* relates to the psychological examination of fifty 
patients suffering from rosacea and/or morbid blushing and fifty suit- 
able controls. The so-called neurotic signs of Harrower-Erickson™ 
were taken as a rule-of-thumb measurement for psychiatric morbidity. 
It was found that five or more of these signs (there are nine in all) 
were seen in 78 per cent of the experimental group and only 20 per 
cent of the controls. 

Particularly characteristic of the personality disturbance of this 
patient-group was undeveloped or faulty ego structure and poor emo- 
tional and impulse control. The author, however, points out that this 
does not appear to be characteristic of rosacea or morbid blushing 
alone, but has parallels in other psychosomatic illnesses. He quotes, 
for example, the work of Brown on duodenal ulcer and Schatia on 
asthma. Plesch also finds, however, from the test scores that there is 
a strong paranoid tendency in rosacea, paranoid signs being present in 
one-quarter of the patients’ protocols as compared with one-tenth of 
the controls. 
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Duodenal Ulcer: Two studies may be quoted as representing work 
which has attempted to elicit personality traits that are typical of the 
peptic ulcer patient. A study by Osborne and Sanders," using parti- 
cularly the Rorschach method, finds “several fairly clear-cut Rorschach 
patterns discernible.” The typical patient in the group studies is charac- 
terized by emotional immaturity reflected by his impulsive and instant 
response to his feelings. Demands for food, love and attention and pro- 
tection must be satisfied immediately. The primitive instincts of the child 
are in control. These patients are likely to respond to life-situations as the 
infant would, who does what he pleases without regard to time or place. 
On the other hand, they also find an unrealistic ambition and an intel- 
lectual drive which is far beyond the subject’s creative ability. These 
patients, then, seem to behave on the emotional level as children while 
intellectually showing strong self-assertive and ambitious tendencies 
which are not in proportion to their creative capacities. 

In an independent study, Malcolm Brown et al’® claim that the Ror- 
schach technique provides a method whereby the dynamic organiza- 
tion of personality structure can be quantitatively evaluated on the 
basis of the individual’s responses to the test. Their studies dealt with 
25 male war veterans who were receiving treatment for duodenal ulcer 


and 25 patients with various complaints, none of which could be re- 


ferred to the gastro-intestinal tract. 

Their findings show statistically significant differences in the 
records of the two groups under consideration. They felt that ulcer 
patients as a group tend to deal with their environment in an impulsive, 
emotional, and immature level leaning to conflict in the area of social, 
inter-personal relations. This is closely allied to the study of Osborne, 
and the raw data from which these conclusions are drawn also parallel 
Osborne’s findings. 

Multiple Sclerosis: Warrower and Kraus'* recently administered a 
battery of psychological tests to 140 patients with multiple sclerosis 
and a comparable battery of tests to five independent groups of con- 
trols. These controls included 200 patients with emotional disturbances, 
258 “normal” individuals or persons without overt psychological or 
somatic disturbances, twenty-nine parkinsonian patients, twenty-one 
polio patients. This study followed on a previous pilot study in which 
we had found that while no typical, stereotyped or uniform personal- 
ity picture of the patients with multiple sclerosis emerged (such as had 
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been found by investigators in cases of brain damage) nonetheless, in 
every test used, there were some items which differentiated the multiple 
sclerotic group from the controls. These findings, in general terms, 
could be epitomized as showing in the multiple sclerotic patients an 
over-emphasis on dependency needs, a virtually complete absence of 
body-centered anxiety, a minimum of inner conflict or an attitude of 
resignation and unrealistic tendency to see the world as through colored 
glasses. We felt that it was important to emphasize that the discovery 
of certain trends in the group as a whole did not mean that every patient 


in the multiple sclerotic group showed these characteristics. It was only 
that the incidence of these traits was significantly higher in this group 
than in the control group, Individual multiple sclerotic patients deviated 
markedly from the general pattern, some giving no indications of the 
characteristic constellation of the findings. 

Our large-scale study reinforced the findings of the initial one. Those 
same traits, and particularly those of over-dependency and an unrealis- 


tic absence of body-centered anxiety were as strongly evidenced as be- 
fore. A breakdown of our multiple sclerotic group into cases during 
remission, cases which were mild and cases which were advanced, 
showed certain distinct group characteristics. 

Characteristic of the patients in remission was a higher percentage 
of persons with superior intelligence, the lowest amount of erratic 
performance. We also found that, on the personality test, they 
showed a capacity for richer psychological experience in living. There 
was the highest percentage of expanded personality types; a further 
characteristic could be described as a more realistic willingness to allow 
the anxiety component to register, as such, in consciousness. Here one 
could raise the perplexing question: Do these so-called better personal- 
ity characteristics allow for remissions to take place, or are they the 
result of changes in the disease process? 

Amongst the patients with mild, early forms of the disease, was 
found the greatest amount of overt distress as regards the experience 
of the illness itself. One could say that the amount of anxiety related 
to the disease was in inverse proportion to the extent to which the patient 
was seriously handicapped at the time of the examination. 

We also found that in the specific environment of the Kaiser-Kabat 
Institute where MS patients were encouraged to be as independent as 
possible, that the so-called dependency scores were higher among those 
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patients examined immediately on arrival than in those who had been 
exposed to the “treatment.” These patients also showed quite a shift 
towards extrovertial living as reflected in the Rorschach Test. 

As a result of these findings, we were left with a feeling that the 
psychological characteristics could not be considered as predisposing 
the person to the disease. Rather that the disease imposed certain 
standard conditions on the individual patient leaving its mark to a 
greater or lesser degree, depending on the patient’s pre-morbid per- 
sonality structure. When living conditions were changed, changes were 
reflected in the test score. 

Hypertension: Booth has contrasted the personality profiles of 
parkinsonian patients with those with hypertension, finding certain 
“group” differences quantitatively demonstrable from the test findings."* 
While the parkinsonian patients are dominated by an urge for indivi- 
dualistic independent action, obstacles being liable to provoke aggres- 
siveness in excess of the chances for success, he finds that patients suf- 
fering from bypertension have a tendency toward dependent relation- 
ships in forms of identification with their social environment. Action 
is determined by material needs and by social standards. Obstacles easily 
provoke conflicts between dependent and aggressive impulses result- 
ing in restriction of the range of action and of perception. 

Hypertensives have also figured in a study by Modell and Potter" in 
which the drawing of the human figure was utilized in the testing situa- 
tion. Hypertensives, peptic ulcer and asthmatic patients were contrasted. 
These authors find that some psychopathic features seen in the draw- 
ings, occurred in all three disorders to about the same extent. This was 
especially true of the graphic evidences of disturbances in psychosexual 
organization and withdrawing elements indicative of wariness and sus- 
picion of the environments. However, there were also characteristics 
which pertained exclusively to each group. 

For example, in the hypertensive. group, inner contradictions and 
obvious inconsistencies in the personality organization were found. 
Although the patients tended to depict themselves as depleted, inade- 
quate individuals, a need for personal assertiveness was often promin- 
ent. Marked social withdrawal was observed in the productions of the 
same patients who showed exaggerated attempts to contact the en- 
vironment. 

The ulcer patients projected an image of themselves as inflated, 
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personally adequate, over-secure individuals. However, this group also 
frequently attempted to hide their defects behind social facades. 

The productions of the asthmatic patients tended to be less homo- 
geneous but the level of development was felt to be the least mature 
of the three. 


PERSONALITY AND Location oF 


Assuming that the experimenter has found several psychological 
qualities occurring with statistically greater frequency in his experi- 
mental group as compared with his control, he is still faced with the 
problem of whether these are the result of the disease process or 
whether, possessing these qualities, the patient is thereby more liable 
to the disease. Methodologically, this appears a question difficult to 
settle for one seems entitled to argue both ways. One can say, for in- 
stance, that regardless of the personality type of the individual in his 
pre-morbid state, there is a certain uniformity of conditions, similarity 
of experiences, repeated many times, which will result by virtue of the 
characteristics of the disease. Consequently, regardless of their initial 
deviations, persons facing identical psychological and environmental 
situations will tend to develop common characteristic ways of dealing 
with them. 

However, it is possible to argue, at least theoretically, that certain 


personality characteristics may make one more vulnerable to certain 


types of physical disorders than others. 

The study of Tarlau and Smalheiser* is interesting because of their 
willingness to take a stand on this issue in an investigation in which 
they contrasted the personality structure of breast cancer with cancer 
of the cervix. They feel that “personality patterns are not the results 
of the disease, but may have some significance in the genesis or loca- 
tion of the pathologic process.” 

What has led them to this conclusion? A pilot study conducted at 
the New York City Cancer Institute on Welfare Island contained a 
sample of twenty-two married women, eleven breast, eleven cervix 
patients. The two groups were considered equal as far as socio-economic 
background and general educational level was concerned. The investi- 
gations used were a two-hour interview, the Rorschach Inkblot Test 
and the drawings of the human figure. 

Basing their generalized conclusions on specific quantitative material 
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from the tests, it appears to these authors that the group with breast 
cancer were much less willing to accept their own inner drives and 
that there were greater repressive forces operating in this group as 
compared with the cervix group. They found that while both groups 
essentially rejected the feminine role and showed strong masculine 
feelings, there was a more acute sexual conflict among the cervix 
cases. On the other hand, they felt that the cervix group were able 
to accept themselves to a much greater extent, showed a stronger in- 
stinctual life and a greater capacity to react to emotional stimulation. 
The breast group was found to be much more rigid, the cervix group 
more anxious. 

Describing and contrasting the two groups, the authors write: “The 
breast patients appear to be functioning on a very primitive level as 
compared with the cervix patients. Severe repressive mechanisms have 
been used to inhibit their emotional reactivity and contact with their 
inner life. Little overt anxiety remains. Generally, their sexuality has 
been deeply repressed. In those isolated patients in whom there are 
indications for more overt sexual disturbance, it appears rather as a 
confusion regarding their sexual role and homosexual feelings. 

“The cervix patients, however, present a picture that differs from 
the breast group primarily in the degree to which these symptoms are 
revealed. Consistently through the cervix patients is found a much 
greater degree of contact with themselves and a much greater degree 
of emotionality. The sexual conflicts here are much closer to conscious- 
ness. As these conflicts exert more pressure cervix patients have de- 
veloped a much stronger system of paranoid traits. In this group are 
found violent hostility, pathological suspiciousness, irrational ideas of 
reference and persecution approaching hallucinatory phenomena. ‘The 
cervix group might be said to be at a more genital level of psychosexual 
development, while the breast group has fixated at the oral level. 

“Findings from the figure drawings again showed contrast between 
the groups. The breast patients regularly produced drawings of a very 
primitive, infantile level, similar to those of a child around five or six 
years of age. The sexual characteristics of the figures were completely 
lacking. Legs and arms were often omitted and the drawings appeared 
to be those of persons seriously cut off from reality. 

“The cervix group, on the other hand, produced drawings of a 
much better quality. The drawings looked more like those of adults 
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than those of children as was characteristic of the breast group. Cloth- 
ing was always included in the cervix drawings, omitted in the breast. 

“A comparison of the drawings by the two groups substantiates 
the conclusion that the breast group is functioning at the more primi- 
tive and that the cervix group is at a more advanced level. Both groups 
show evidence of homosexual conflict although it is more acute and 
closer to the surface in the cervix patients.” 

The authors claim that these personality patterns revealed by the 
Rorschach data are probably vot the result of the cancer process itself, 
basing this on their findings of the existence of these problems pre- 
vious to the illness as revealed by the interview material. They go 
even further in stating that there is some evidence which suggests that 
the personality structure may play a role in the pathogenesis of cancer 
of primary or secondary sex organs in predisposed individuals. 

This study which shows the interrelation of the psychiatric and 
psychological method of examination—the interview on the one hand, 
the psychological tests on the other — shows an appropriate interplay 
of the two disciplines. From the interview independently, the authors 
concluded that the breast cancers appeared in women who are function- 
ing psychologically at a primitive oral level while cervix cancers ap- 
peared in patients who have genital fixations. The psychiatric findings 
or the psychological findings alone, would be of interest, but they be- 
come of much greater significance when, from independent lines of in- 
vestigation, they point to similar conclusions. 


SUMMARY 


Several general impressions arise from surveying the literature in 
regard to personality characteristics and specified somatic disease. With 
the possible exception of a group of patients with cerebral lesions the 
personality picture is never a uniform one for all members of an ex- 
perimental group. The most any investigator can say is that certain 
characteristics, measurable by his test instruments, appear more fre- 
quently in his experimental group than in his controls. Moreover, 
there is a similarity between those traits which are isolated as “char- 
acteristic” in several disease groups. 

Thus, a prediction from psychological test findings that such and 
such a patient has such and such a disease is at best tentative . . . again 
with the exception of cerebral involvement. 
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On the other hand, the assessment or evaluation of unique person- 
ality difficulties on the one hand, and unique strengths and assets on 
the other for any individual patient, is exactly as valid and relevant 
when the patient happens to have some somatic disease as when his 
disturbance is manifest in some emotional problem. If psychological 
findings can be communicated to the physician in a non-technical 
and relevant way, there must result a better understanding of the 


patient as a whole person. 

As in any new procedure, the estimate which is put on its value 
is likely to represent unduly wide swings of the pendulum. Psycho- 
logical tests may be too readily debunked, or conversely surrounded 
with an aura of infallibility. Like any other procedure, psychological 
tests are subject to error, and to misinterpretations. Moreover, while 


they are no more or less “subjective” than the reading of an x-ray 
| ; plate, there is as much difference between the specialist’s opinion and 
that of the psychological interne, when assessing test findings, as there 
is between the radiologist’s opinion and the fourth year medical student. 


Experience counts. 

The full value and use of psychological tests in clinical medicine 
cannot possibly be envisaged as long as the suggestions for research in 
the field come only from the psychologists. For the physician to feel 
the need for psychological investigations in any particular case, or 
in any research project, necessitates his familiarity with some of the 
tests which are available. Looking into the future, one can hope for 
a time when the medical student is exposed to a course which brings 
him in contact with the raw material of the psychologist’s field, and 
that as a counterpart some medical orientation can be introduced 
early into the curriculum of psychological students who hope to work 


in this borderline field. 
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fu HURING the past two decades broad and basic advances have 
F been made in the field of endocrinology and newer and 
k D more precise techniques for the diagnosis of endocrine 
IF disease have developed. The recognition and identifica- 
esesesesesesa tion of glandular disturbances is less a matter of chance 
today and much more based on sound laboratory procedures than it 
Was a quarter of a century ago. 

When we think in terms of endocrine function we must bear in 
mind two significant features: 1) that several of the endocrine glands 
secrete more than one hormonal fraction, and therefore these glands 
exercise multiple physiological effects; and 2) that the functions of 
all endocrine glands are intimately interrelated. It is impossible to think 
of disturbance in function of a particular gland without recognizing 
the influence of such dysfunction on the other glands of internal 
secretion. In order to interpret adequately the evidence of abnormali- 
ties of glandular function, this phenomenon of supplementary or re- 
ciprocal relationship must, therefore, always be taken into considera- 
tion. The concept of endocrine disease has expanded considerably. 
In addition to those disturbances which are purely endocrine in charac- 
ter in the orthodox sense, these glands participate in one way or another 
in other disease processes not heretofore thought of as endocrine in 
origin. Suitable laboratory tests, however, will demonstrate their close 


involvement and response. 

In this lecture we shall deal principally with the adrenal, the adeno- 
hypophysis, and, to a lesser extent, the interrelationship between the 
latter gland and the thyroid. 

The adrenal cortex elaborates some odd 28 steroid fractions, a half 
dozen of which have at the moment assumed considerable physio- 
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logical and clinical interest. These include desoxycorticosterone, corti- 
costerone or Compound B, 11-dehydrocorticosterone or Compound A, 
17-hydroxycorticosterone or Compound F, 17-hydroxy-1 1-dehydro- 
corticosterone or Compound E. or cortisone, and 17-hydroxy-11-des- 
oxycorticosterone or Compound S. In addition, of course, various andro- 
genic and estrogenic fractions have been isolated from the cortex. 
Whether the adrenal cortex actually secretes all of the steroid 
fractions mentioned above is at least debatable. But certainly, stimula- 
tion of the adrenals with ACTH results in the production of metabolic 
effects which may be roughly divided into those characterized by re- 
tention of salt and water, those concerned with protein and carbohy- 
drate metabolism, and those manifestations which are essentially andro- 
genic or estrogenic in character. It does not necessarily follow, how- 
ever, that one must postulate the adrenal secretion of the half dozen or 
more hormonal fractions for the exercise of these various functions. As 
a matter of fact, recent studies by Hechter and his associates, using 
perfusion techniques with adrenals, have demonstrated that stimulation of 
the perfused and isolated adrenal with ACTH causes a considerable 
accumulation in the effluent of corticosterone and Compound F. These 
studies suggest that the adrenal cortex perhaps manufactures only a 
limited number of basic steroid fractions, which under certain circum- 
stances are converted into compounds exercising other or perhaps addi- 
tional physiological and metabolic effects. When the adrenals are the 
site of disease, any one or a number of these functions may be disturbed 
and reflected in abnormalities of adrenal cortical function tests. Bur of 
greater significance is the fact that such abnormalities in function tests, 
recognizable through clinical laboratory techniques, may be due to parti- 
cipation of the adrenals and other glands in general homeostatic pheno- 
mena not associated with actual disease of the specific glands. Thus, 
when an individual or experimental animal is subjected to stress certain 
biological responses occur involving the adrenal, adenohypophysis, and 
thyroid. These very responses can be used as indices of the integrity of 
these several glands. The episode of stress is promptly associated with 
the release of epinephrine from the adrenal medulla. Epinephrine then, 
either directly or through the hypothalamus, stimulates the adenohypo- 
physis to the increased elaboration of both ACTH and thyrotropin. 
ACTH then acts on the adrenal cortex, causing it to secrete the various 
steroid hormones mentioned above, and the thyrotropic hormone simil- 
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arly acts on the thyroid to cause it to secrete its hormone—thyroxine. 
Finally, the increase in concentration of adrenal cortical fractions will 
then inhibit the further elaboration of both ACTH and thyrotropin by 
the adenohypophysis. In addition, ACTH directly, without mediation of 
the adrenal cortex, will either inhibit the further elaboration of thyro- 
tropin or will interfere with the ability of the thyroid to utilize or re- 
spond to this hormone. 

How are these responses evidenced objectively? The stimulation of 
the intact adrenal cortex with ACTH results in: 1) an increase in the 
urinary excretion of the neutral 17-ketosteroids and the 11-oxygenated 
steroids; 2) an increase in the peripheral total white blood cell count 
due mostly to an increase in the absolute number and percentage of the 
neutrophilic granulocytes; 3) a decrease in the lymphocytes and a vir- 
tual disappearance of the eosinophiles; 4) variable changes in water and 
electrolyte metabolism. Increased adrenal cortical function is often asso- 
ciated with a retention of water, a decrease in the urinary excretion of 
sodium, an increase in the serum sodium level, a decrease in the serum 
potassium and increase in the urinary excretion of this ion. This is some- 
times associated with an increased urinary diuresis of chlorides and the 
development of hypopotassemic hypochloremic alkalosis. Such changes 
in water and electrolyte metabolism, however, occur by no means con- 
sistently. Increased adrenal cortical function may not be associated with 
any overt alterations in water and electrolyte balance, or it may be 
characterized actually by a water diuresis with an increased urinary 
loss of sodium. Finally, in some instances, as shown by Levitt, stimula- 
tion of the adrenal cortex results in an expansion of the extracellular 
space, as measured by inulin. This increase in extracellular fluid volume 
reaches a peak on the eighth to tenth day and is then followed by a 
urinary diuresis of water, sodium, and, to a lesser extent, potassium, even 
though treatment with ACTH is continued. During the first eight days 
up to the time that the diuresis actually occurs there may be no overt 
changes in electrolyte or water balance, as measured by the usual 
laboratory techniques. 

The factors which determine the nature of the electrolyte and water 
response following stimulation of the adrenals with ACTH are by no 
means clear. Certainly a factor of considerable importance is the degree 
of hydration of the experimental animal or patient. The edematous 
patient is less likely to show fluid and sodium retention except as a 


> 
| 


Advances in the Diagnosis of Endocrine Disease 595 


transient phenomenon following the administration of this agent than 
is the dehydrated individual. It would seem that alterations in the ex- 
tracellular concentration of sodium and water determine, at least in 
part, the influence of the adrenal cortical steroids on this function. 
Diuresis will follow when the increase in glomerular filtration rate and 
augmentation of the filtration fraction exceed the rate of renal tubular 
reabsorption of water and electrolytes. Following the administration 
of ACTH to subjects with normal renal function there does occur an 
increase in the glomerular filtration rate and frequently, although by 
no means always, a reduction in renal plasma flow, thus increasing the 
filtration fraction. The increased fluid load thus presented to the renal 
tubule may or may not exceed its resorptive capacity. In the final 
analysis this will determine whether fluid retention or diuresis takes 
place. 

Increased adrenal cortical function is characterized by still other 
changes. There may occur significant alterations in carbohydrate and 
protein metabolism and changes in the metabolism of calcium and 
phosphorus. Patients with Cushing’s syndrome, a syndrome in which 
there is an increase in the secretion of various adrenal cortical fractions, 
frequently manifest extensive osteoporosis. The loss of calcium and 
phosphorus as the only metabolic abnormalities would, of course, in- 
duce osteomalacia rather than osteoporosis. Additional factors, most 
probably related to changes in protein metabolism, are therefore in- 
volved in the production of the osteoporosis. With increased adrenal 
cortical function there occurs a decrease in the absorption of calcium 
and phosphorus from the intestinal tract and a marked increase in the 
fecal excretion of calcium and, to a lesser extent, of phosphorus. That 
this is not an expression simply of decreased absorption of these ions 
is evidenced by the fact that the total calcium excretion is considerably 
in excess of the intake. For the formation of bone, calcium is deposited 
in a bony matrix which is essentially protein in character. With increased 
adrenal cortical function there occurs a decrease in the protein body 
mass including that of the bony matrix, so that the deposition of cal- 
cium for the formation of bone is interfered with. The reduction in 
protein mass in adrenal cortical hyperfunction is due both to an inter- 
ference with the build up of amino acids for the formation of protein 
and to an increase in breakdown of proteins. The interference with the 
build up of proteins from amino acids and the increased formation of 
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amino acids from the excessive catabolism of proteins permits the diver- 
sion of the amino acids for gluconeogenesis. Carbohydrate metabo- 
lism is further interfered with in that certain adrenal cortical fractions 
interfere with the peripheral utilization of glucose. It now becomes 
understandable why patients with Addison’s disease or bilaterally ad- 
renalectomized animals so frequently develop hypoglycemic episodes. 
Sunilarly, the hyperglycemia and glycosuria so often encountered in 
adrenal cortical hyperfunction is readily explained. It is noteworthy 
that the glycosuria and hyperglycemia of Cushing’s syndrome is notori- 
ously refractive to the usual therapeutic measures. Of what use ts it 
to place such a patient on a restricted carbohydrate intake, since he 
has a constant endogenous source of carbohydrate formation. And, 
in view of the interference with the peripheral utilization of sugar, ex- 
cessive amounts of insulin, exogenously administered, are required to 
induce only moderate reduction in the blood sugar level. 

These phenomena which I have just described are all utilized in the 
diagnosis of adrenal cortical disease. Similarly, some of these very obser- 
vations are essential in the laboratory recognition of disturbances of the 
adenohypophysis. When we attempt to assay pituitary function, what 
we measure, in effect, is the influence of the various pituitary hor- 
monal fractions on the respective target glands. 

With these observations as a background, let us examine the labora- 
tory means available to us for the recognition of disturbances of the 
various endocrine glands. 


RECOGNITION OF ADRENAL CorticaL Disease 


Adrenal Cortical Hypofunction. Aside from the clinical picture 
of Addison's disease, which is rather characteristic and evidenced by 
profound asthenia, weight loss, pigmentation, hypotension, anorexia, 
nausea and vomiting, constipation or diarrhea, and episodes of crisis, 
the following laboratory procedures are of great help in establishing 
the diagnosis: 

1. Determination of the Blood Electrolytes. During the interim 
period, that is the period when the patient is not in crisis, there may 
or may not be reduction in the serum sodium and chloride levels and 
a modest elevation in the serum potassium. When the patient presents 
the classical clinical picture of Addison’s disease and this is associated 
with a significant reduction in serum sodium to less than 135 meq/1, 
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the diagnosis of Addison’s disease may be considered well established. 
A normal serum sodium, however, does not exclude the diagnosis. 

2. Salt Deprivation Test. When a normal individual is placed on 
a salt free diet there promptly occurs a proportionate decrease in the 
urinary excretion of sodium, and such individuals may continue on 
a sodium restricted diet for an indefinitely prolonged period of time 
without any undue ill effects. Witness the patients with hypertension 
who are maintained on rice diets, such diets being exceedingly low in 
sodium, averaging 7 to 8 meq Na daily. The patients with Addison’s 
disease, however, behave quite differently. The illness is characterized 
by a constant excessive urinary loss of sodium. When such patients 
are placed on a salt free diet they continue to lose sodium in the urine 
and with it water, so that they are in negative sodium and water balance. 
The patient with Addison’s disease when placed on a restricted sodium 
intake will be precipitated into adrenal crisis within 2 to 6 days. In 
performing the test, however, one must not prolong it to the point 
where the patient develops overt clinical evidences of acute adrenal 
cortical insufficiency. A reduction in the serum sodium and chloride 
levels, an increase in the hematocrit suggesting dehydration and hemo- 
concentration, an increase in the urea nitrogen, and a significant re- 
duction in blood pressure are all evidences of impaired adrenal cortical 
function, constitute a positive test, and occur before more significant 
clinical signs of adrenal insufficiency occur. When a laboratory is not 
available for the determination of serum sodium or chloride, the changes 
outlined above in the blood pressure, urea nitrogen, and hematocrit 
are ample. 

A positive response to the salt deprivation test is indisputable evi- 
dence of marked impairment of adrenal cortical function, and the 
absence of such response in a suspected patient renders the diagnosis 
untenable. However, the test is not without hazard and should be per- 
formed in a hospital under careful observation and with intravenous 
saline and adrenal cortical extract available for immediate use if neces- 
sary. This test should not be employed unless other tests, much safer 
to the patient but perhaps less specific, yield equivocal results. 

3. Eostnophile Response to Stinnlation with ACTH. \n the normal 
individual stimulation of the adrenals with a test dose of 25 mgm. of 
ACTH results in a marked reduction of the absolute number of eosino- 
philes within a 4 hour period. In patients with Addison’s disease a 
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reduction generally does not occur, or is less than 50 per cent. This 
test is a satisfactory, but not always reliable, test of adrenal cortical 
hypofunction. In the normal individual adrenal stimulation with ACTH 
at six hour intervals for a twenty-four or forty-eight hour period re- 
sults in a considerable increase in the urinary excretion of the neutral 
17-ketosteroids and the 11-oxygenated compounds. In patients with 
Addison's disease this response does not occur. Since in the male 17- 
ketosteroids are elaborated in major part by the adrenals and one-third 
by the testes, and the 11-oxygenated steroids entirely by the adrenals, 
these fractions are markedly reduced in patients with Addison’s disease 
and fail to increase with stimulation with ACTH. 

4. Water Loading Test. This test is based upon the fact that patients 
with Addison’s disease fail to develop an adequate diuresis within a 
given period of time following the oral ingestion of large quantities of 
water. The total night urine volume is saved and measured, and the 
following morning the patient is given 20 cc. of water per kilogram 
of body weight to drink. Urine is voided at hourly intervals for a five 
hour period, and if the volume of any single hourly specimen exceeds 
the total volume of the night specimen the test is regarded as nega- 
tive and is strong evidence agaist the diagnosis of Addison’s disease. 
However, a positive test does not always mean Addison’s disease, since 
a failure of diuresis frequently occurs in hepatic and renal disease. The 
diagnosis of Addison’s disease should never be made on the basis of 
this test alone in the absence of a typical clinical picture or other cor- 
roborative laboratory evidence. 

Adrenal Cortical Hyperfunction. In contrast to the recognition of 
adrenal hypofunction by laboratory methods, adrenal hyperfunction 
is more difficult to establish. This is due in part to the fact that although 
some patients, particularly females, demonstrate some of the stigmata 
of mild adrenal cortical hyperfunction such as slight hirsutism with 
obesity and perhaps irregular menses, they still fall within the normal 
physiological range which is wide and associated with no presently 
determinable laboratory abnormalities of adrenal cortical function. And, 
in part, the difficulty is also due to the fact that abnormal tests are 
frequently lacking even in overt instances of adrenal cortical hyper- 
function. 

When we speak of adrenal cortical hyperfunction we must bear 
in mind two different sets of signs and symptoms: 1) those associated 
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with sexual abnormalities, which we refer to as the adrenogenital or 
virilizing syndrome, characterized by hirsutism, amenorrhea, enlarge- 
ment of the clitoris, decrease in size of the breasts, etc.; and 2) meta- 
bolic abnormalities characterized by purplish striae, obesity, rounding 
of the facies, hypertension, osteoporosis, and disturbance in carbohy- 
drate metabolism. The latter group of signs and symptoms is referred 
to as the Cushing’s syndrome. Most patients with adrenal cortical 
hyperfunction present a combination of both groups, but in some one 
may be present to the exclusion of the other, or one may be preponder- 
antly present. There is a difference in prognosis between the two 
groups of patients which should be remembered. Patients with the 
adrenogenital syndrome alone, due to adrenal cortical tumor or hyper- 
plasia, constitute a good operative risk. When patients have evidence 
of Cushing’s syndrome, however, the removal of an adrenal tumor 
is associated with considerable operative risk, since the contralateral 
adrenal is usually atrophic, and following the operation these patients 
often develop a severe and curious shock not readily responsive to 
the usual forms of therapy. The pure adrenogenital syndrome of 
adrenal origin is always associated with either adrenal cortical hyper- 
plasia or tumor. Cushing’s syndrome, however, may be due to a pitui- 
tary basophilic adenoma or an adrenal cortical tumor or hyperplasia. In 
any event, both syndromes are the result of increased adrenal cortical 
function. 

Increased adrenal cortical function should theoretically be character- 
ized by: 1) Increase in blood sodium, reduction in potassium and 
chloride; 2) Development of a hypochloremic, hypopotassemic alkalosis; 
3) Increase in the urinary excretion of the neutral 17-ketosteroids 
and 11- oxygenated steroids. Actually, in only half of the patients with 
pathologically proven adrenal cortical tumor or hyperplasia with a 
characteristic clinical picture is there any change in the blood electro- 
lytes. So that a perfectly normal electrolyte pattern does not mitigate 
against the diagnosis, while a considerable elevation of the serum 
sodium level and the development of a hypochloremic hypopotassemic 
alkalosis is almost pathognomonic of the diagnosis. It is perhaps interest- 
ing to mention that prolonged treatment with cortisone or ACTH will 
often induce precisely these electrolyte changes. The urinary excretion 
of the neutral 17-ketosteroids is generally increased in patients with the 
adrenogenital syndrome, particularly in those instances associated with 
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bilateral adrenal cortical hyperplasia or malignant tumor. The 11-oxy- p 
genated steroids in patients with a preponderant or pure virilizing syn- 
drome may or may not be increased slightly but are generally normal. 
In patients with a preponderant Cushing’s syndrome the urinary excre- 
tion of the neutral 17-ketosteroids is generally within the normal range 
or only slightly elevated in instances due to pituitary basophilism or 
in instances of a benign adrenal cortical tumor. The urinary excretion 
of the 11-oxygenated steroids is usually, but not always, increased in 
this group of patients. When the syndrome is due to a malignant tumor, 
the urinary excretion of both fractions is as a rule considerably elevated. 
In summary, then, a markedly elevated excretion of the neutral 17- 
ketosteroids and 11-oxygenated steroids favors the diagnosis of a hor- 
: mone producing adrenal cortical carcinoma, be the clinical picture 
] that of virilism, Cushing’s syndrome, or both. In adrenal cortical hyper- 
plasia with virilism, such as occurs in pseudohermaphroditism, the urin- 
ary excretion of the neutral 17-ketosteroids is usually considerably in- 
creased. Cushing’s syndrome due to pituitary basophilism or benign 
: adrenal cortical tumor is frequently associated with no or slight increase 
in the excretion of the neutral 17-ketosteroids and some increase in the 


urinary 11-oxygenated steroids. 

Finally, patients with adrenal cortical hyperfunction may show a 
paradoxical response to the injection of desoxycorticosterone acetate. 
The injection of desoxycorticosterone into normal individuals or pa- 


’ tients with Addison’s disease is associated with a retention of fluid 
i and a decrease in the urinary excretion of sodium. In patients with 
adrenal cortical hyperfunction, however, the injection of this fraction 


under test conditions is often associated with an increase in the urinary 


excretion of both sodium and chloride. 
It must be emphasized that all these tests are much more significant 
when they are positive and of much more questionable value when 


they are negative. 

Adrenal Medullary Hyperfunction. Pheochromocytoma. The 
clinical manifestations resulting from a pheochromocytoma are similar 
to those produced following the injection of a good sized dose of 
epinephrine. Indeed, the attacks are due to the sudden liberation of 
excessive amounts of epinephrine and nor-epinephrine from chromo- 
philic tissue. The disease is characterized by paroxysmal episodes of 
hypertension, cardiac palpitation, throbbing in the head, headache, 


a 
- 
| 
3 


Advances in the Diagnosis of Endocrine Disease 601 


“1. nausea and vomiting, and, in half the patients, glycosuria. Not in- 
frequently the hypertension is permanent in character. The tests for 
pheochromocytoma are based on two principles: first, to attempt to in- 
duce an attack through (a) vigorous massage of the abdomen, (b) intra- 
venous injection of 0.05 mg. of histamine base, and (c) the intraven- 
ous injection of 200 to 300 mgm. of tetraethyl ammonium chloride. 
In the presence of a pheochromocytoma, the latter two will each cause 
a marked rise in the systolic and diastolic blood pressure within three 
to five minutes and a duplication of an attack. The advantage of the 
tetraethyl ammonium chloride lies in the fact that an induced attack 
can be promptly controlled by placing the patient in the upright posi- } 
tion. Other agents such as mecholyl and insulin, starvation, etc., have 
also been used to induce attacks, although with only modest success. 
The second principle of diagnosis is to determine whether a particular 
episode of hypertension is due to the discharge of adrenalin and can, 
therefore, be reduced by the use of adrenolytic agents. Such sub- 
stances are, benzodioxane, which is used in a dosage of 10 to 15 mgm. 
intravenously, and regetin, 2 to 4 mgm. given intramuscularly. In the 
presence of hypertension due to the discharge of epinephrine, both j 
chemicals will produce a marked drop in both the systolic and dias- ; 
tolic pressures within a half to three minutes. The interpretation of these : 
results is significant only if the changes in blood pressure are marked. : 
The effect of regitin is further conditioned by the presence of renal { 
damage with azotemia. Under such circumstances this agent will cause 


reduction in blood pressure in the absence of a pheochromocytoma. 


Tue Laporarory RecoGnition or Prrurrary DistURBANCES 


Extensive destruction of the adenohypophysis is characterized by 
a typical clinical picture, referred to as Simmonds’ cachexia or, more 
lately, Sheehan’s syndrome. The latter applies essentially to those in- 
stances of adenohypophyseal destruction which occur secondary to a 
postpartum hemorrhage. In the presence of such extensive destruction 
there are both clinical and laboratory evidences of involvement of 
the other endocrine glands, particularly the adrenals, gonads, and thy- 
roid. The difficulty arises in the recognition of more circumscribed 
and limited adenohypophyseal disease. The presence of overactivity 
of the pituitary can be recognized more readily in association with the 
proper clinical picture, rather than by laboratory tests. For example, we 
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know that the clinical picture of acromegaly is due to excessive hormonal 
secretion of the eosinophilic cells of the pituitary. The associated evi- 
dences of hyperthyroidism or disturbances in carbohydrate metabolism, 
although in the presence of acromegaly, have their origin in the dis- 
turbed function of the adenohypophysis, by themselves are not patho- 
gnomonic of pituitary disease. Similarly, in Cushing’s syndrome we 
can suspect the pituitary origin of the illness only if we are certain 
as to the absence of an adrenal tumor. So that, in a broad sense, we can 
suspect the presence of pituitary disease where we can demonstrate a 
simultaneous disturbance of function of several endocrine glands, either 
by clinical or laboratory methods. In this regard, then, a low basal meta- 
bolic rate with a decrease in uptake of radioactive iodine, occurring 
along with a significant decrease in the urinary excretion of the 17- 
ketosteroids and the 11-oxygenated steroids, and a reduction or absence 
of urinary gonadotropin, suggests the diagnosis of impaired adenohypo- 
physeal function. 

The major difficulty in diagnosis arises in the differentiation be- 
tween primary and pituitary myxedema, and their differentiation is 
based upon the following features: 1) The clinical and laboratory 
response to exogenous thyrotropin; 2) Clinical and laboratory evidence 
of involvement of the other endocrine glands; 3) Insulin and insulin- 
glucose tolerance tests; and 4) Exophthalmometric readings. In patients 
with hypothyroidism due to injury or destruction of the adenohypo- 
physis, the parenteral administration of thyrotropin in a daily dosage of 
10 to 20 mgm. is followed by an increase in the serum protein bound 
iodine, an increase in the uptake of radioactive iodine, a decrease in its 
urinary excretion, an increase in the basal metabolic rate and a reduction 
in the blood cholesterol. These laboratory changes are associated with 
improvement in the clinical picture. In the patient with primary myxe- 
dema, however, none of these changes is to be expected. This method 
may also serve to detect those instances of selective failure of thyrotropin 
secretion not associated with failure of other endocrine glands. The ad- 
ministration of thyrotropin or thyroid extract to patients with pituitary 
myxedema, however, is fraught with some hazard. The increased meta- 
bolic needs attendant upon the use of these agents may exceed the ability 
of the adrenal cortex to supply sufficient adrenocortical hormones and 
thus precipitate adrenal insufficiency. Thus, its use in patients with 
Sheehan’s syndrome must be approached cautiously. We can get some 
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inkling of approaching adrenal exhaustion on the basis of certain labora- 
tory observations. In some studies conducted in our laboratory we 
found that the administration of thyrotropin to patients with adeno- 
hypophyseal destruction was followed by a progressive decrease in the 
urinary excretion of the 11-oxygenated steroids which were already 
low to begin with. Their total disappearance from the urine was 
promptly followed by the development of adrenal crisis. On the other 
hand, the urinary excretion of the neutral 17-ketosteroids remained 
unaffected. This may be contrasted with the results observed in pa- 
tients with thyroidal myxedema in whom the urinary excretion of 
these compounds remained unaffected despite prolonged treatment with 
thyrotropin. This does not mean that adrenal insufficiency may not 
occur in patients with primary myxedema. Indeed, such instances have 
been reported, but in contrast to the situation which prevails in pa- 
tients with pituitary myxedema, adequate therapy with desiccated thy- 
roid extract resulted in a marked improvement of adrenal cortical 
function. 

Blood and urine assays for thyrotropin would theoretically furnish 
an excellent means of distinguishing between primary and secondary 
myxedema. In the former, since there is a marked increase in the pitui- 
tary secretion of this fraction, it would be reflected in its increase in 
both the blood and urine, while the latter would be characterized by 
its decreased secretion and, therefore, either reduction or complete 
absence from the blood and urine. Unfortunately the procedures which 
are at present available for its identification are unsatisfactory. We are 
engaged in the measurement of the urinary excretion of this pituitary 
fraction employing the uptake of I’*' by the thyroid of the young 
guinea pig. Preliminary evidence would indicate that, as we suspect 
on experimental grounds, there is an increase in the urinary excretion 
of a thyroid stimulating fraction in patients with primary hypothyroid- 
ism. 

We can sometimes utilize exophthalmometric measurements to dis- 
tinguish between primary and secondary myxedema. Exophthalmos 
may perhaps be attributed to the effects of some adenohy pophyseal 
fraction on the retroorbital tissue. It is by no means certain that this 
fraction is thyrotropin. There is considerable evidence to suggest that 
some other fraction in addition to thyrotropin is essential for the pro- 
duction of this phenomenon. In any event, it would be expected that 
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in patients with primary myxedema, where the pituitary secretes ex- r 
cessive quantities of these fractions, the degree of exophthalmos would 
in general exceed that encountered in_ patients with pituitary insuf- 
ficiency. However, since the range of exophthalmometric readings in 
normal subjects is wide, it is not surprising that the readings found in 


patients with primary myxedema frequently fall within the normal 
range, although not infrequently definite exophthalmic measurements 
are observed. In such patients, the exophthalmometric readings de- 
crease following treatment of the myxedema with thyroid extract. The 


data available in patients with hypopituitarism are scant, but the values, 


including those reported from our laboratory, are well within the nor- 
mal limits. Normal exophthalmometric measurements may not be used 
as evidence for or against primary or secondary myxedema. However, 
the association of exophthalmos with hypothyroidism would suggest 


primary thyroid disease. 

As mentioned previously, when hypothyroidism is associated with 
laboratory evidence of impairment of function of the other endocrine 
sf glands, the presence of primary pituitary disease must be strongly sus- 
pected. Means and his associates pointed out that hypothyroidism asso- 
ciated with a low urinary gonadotropin titer in the presence of amen- 


orrhea would suggest the pituitary origin of the myxedema. A normal 


: or elevated titer is more commonly encountered in primary myxedema. 
The distinction on the basis of the urinary gonadotropin excretion 1s 
by no means absolute. Reduced urinary gonadotropin titers have been 
reported in primary myxedema, but interestingly enough, in the latter 
group of patients the administration of desiccated thyroid extract re- 
sults in an increase in the urinary excretion of gonadotropin, occurr- 
ing concomitantly with improvement in the clinical picture. 

The response to insulin is a useful adjuvant in the diagnosis of de- 
ficient pituitary function. In this test we are not so much concerned 
with the degree of reduction of the blood sugar level as we are with 
the period of time that elapses until the blood sugar returns to a normal 
level. This phenomenon is referred to as “hypoglycemia unresponsive- 
ness.” When 3 to 5 units of insulin are parenterally administered to a 
normal individual there may occur a drop in the blood sugar to hypo- 
glycemic levels, which attains its lowest point within twenty to thirty 


minutes and returns to normal levels within 1, to two hours. In pa- 
tients with true hypopituitarism, the drop in blood sugar level follow- 
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ing the administration of insulin may or may not be as marked as that 
observed in normal individuals, but its return to normal levels is de- 
layed, generally beyond the two hour period. It is this point, rather 
than the extent of the drop, which is significant. The patient with 
primary myxedema behaves in still another fashion. Here there is a 
delay in the reduction of the blood sugar level, so that the lowest point 
may not be reached for 45 minutes, while the return to pretreatment 
level may or may not be prolonged. When the combined insulin-glu- 
cose tolerance test is employed, the test is further sharpened in that 
the “hypoglycemic unresponsiveness” of the patient with hypopitui- 
tarism is easily demonstrated while the curve which is obtained in the 
patient with primary myxedema resembles that of the normal subject. 

In the final analysis, there is no one procedure which distinguishes 
amongst the various conflicting endocrine states. It requires the intelli- 
gent correlation of clinical judgment and laboratory observations to 
arrive at the correct conclusion, Often simple procedures can serve 
our purposes adequately. In a patient with myxedema we can some- 
times establish the primary character of the disease by passing a Geiger 
counter over the neck and upper chest following the administration 
of a tracer dose of radioactive iodine. If no uptake occurs, this is good 
presumptive evidence that such a patient has congenital absence of the 
thyroid and, therefore, has primary myxedema. In such instances ela- 
borate laboratory procedures are not required to establish the precise 
diagnosis. Similarly, a careful history, an intelligent physical examina- 
tion, x-ray studies of the sella demonstrating enlargement and erosion 
of the floor or clinoid processes will establish the correct diagnosis in 
many instances. Finally, it is important to remember that the interpre- 
tation of the multiple laboratory procedures that a patient may be 
subjected to is not always simple, nor are the results always clear-cut. 
Considerable overlapping of results occurs, and the findings can only 
serve as an adjuvant to careful clinical observation and study. 
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Radioisotope 


Acute blood volume changes resulting from 
intravenous albumin therapy, phlebotomy, 
paracentesis, mercurial and digitalis in- 
duced diuresis, and positional changes were 
evaluated utilizing the biological decay curve 
of P32 tagged erythrocytes. Following the 
injection of P32 tagged erythrocytes in hu- 
man subjects at bed rest in the “steady 
state”, the radioactivity concentration in 
whole blood falls exponentially with time for 
approximately 48 hours. The observed points, 
when plotted on semi-logarithmic paper, fall 
along a straight line with a maximum devia- 
tion of 2 per cent to 3 per cent. This rela- 
tionship may then be used to quantitate 
accurately rapid changes in whole blood and 
plasma volumes, eliminating the difficulties 
and errors inherent in reinjection techniques. 

The slope of the line is established in 
each individual case by control observations 
at bed rest. In eighteen experiments the 
biological half-life varied from 12 to 39 
hours. Following changes in blood volume 
due to hemoconcentration or hemodilution, 
the subsequent points fall above or below 
the extrapolated portion of the control line 
respectively. The longer the desired period 
of experimental observations, the longer is 
the required control period. This is essen 
tial in order to minimize the effect of slight 
errors in the slope of the extrapolated de- 
cay line and to increase the significance 


Evaluation of Acute Changes in Blood Volume from the 
Intravascular Biological Decay Curve of P** Tagged Erythrocytes 


Sotomon A. Berson, Rosatyn S. YALow, Px.D., ABRAHAM AzULAy, 
SIDNEY SCHREIBER AND BerNnarp Roswir 


Administration Hospital, Bronx, New York 


of deviations of the experimental points 
from the expected values. 

This method has been applied to the 
study of blood volume changes in a variety 
of clinical and experimental conditions. Hu- 
man serum albumin infusion resulted in a 
marked transient increase in plasma volume 
which was almost entirely restored to nor- 
mal within 24 hours or less. Following phle- 
botomy in two polyeythemic subjects, hemo- 
dilution occurred which resulted in a total 
blood volume exceeding the original. Rapid 
hemoconcentration and decrease in plasma 
volume suggestive of a markedly accelerated 
loss of plasma into the peritoneal cavity 
followed paracentesis in a subject with de- 
compensated hepatie cirrhosis. Mercurial or 
digitalis induced diuresis in heart failure 
was followed by hemoconcentration. There 
was no evidence that fluid mobilization from 
the tissue spaces with resulting hemodilu- 
tion occurred at any time. The observations 
fail to support the concept that the drugs 
effected an increase in plasma volume which 
served to induce diuresis in these subjects. 

In five subjects with heart failure, ambu 
lation produced a decrease and recumbency 
an increase in blood volume. The latter 
phenomena were much exaggerated when 
compared to the results in two control sub- 


jects. 
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The object of this presentation is to call 
attention to the importance of blood coagul- 
ability in acute myocardial infarction, This 
study is based upon observations of changes 
in coagulability during the six-week period 
following myocardial infarction and some 
effects of dicumarol therapy. 

Methods. The tests used in this study are: 
clotting time, platelet count, prothrombin 
time, prothrombin consumption time, recal- 
cified plasma clotting time and the heparin 
clotting time (Rosenthal, R.L., J. Lab. clin. 
Med. 34:1321-35, 1949). The latter test 
measures the effect of 4 gamma of heparin 
upon the clotting time of 1 ce. of blood at 
37°C. On the basis of 132 control subjects 
the normal range was 20 to 35 minutes with 
a mean of 27 minutes + 3.6. This test has 
been found to provide a sensitive measure 
or index of over-all coagulability. 

Results: 1. Coagulation studies were per- 
formed on nineteen patients within three 
weeks after acute myocardial infarction 
(Group 1) and 14 patients with cardio- 
vascular disease but without infarction 
(Group If). The mean heparin clotting 
time of 18.7 minutes in Group I was signi- 
ficeantly shortened and indicative of ayper- 
coagulability. Seventy-four per cent of these 
patients had heparin clotting times below 20 
minutes, with a low value of 11 minutes. In 
Group II, the heparin clotting time aver- 
aged 29.3 minutes and most of the values 
were in the normal range. The clotting time 
and platelet count were not significantly 
different between the two groups. This find- 
ing of accelerated clotting in acute myocar- 
dial infarction is in agreement with Ogura 
J. H. et al, J. clin. Invest. 25 :586-96, 1946. 


2. Serial studies were made on two pati- 


* From the Joseph and Helen Yeamans Levy 
Foundation, Dept. of Laboratories and Medicine, 
Beth Israel Hospital, New York, N.Y. This 
work was supported in part by a grant from 
the National Heart Institute, of the National 
Institutes of Health, Public Health Service. 


Studies on Blood Coagulation in Acute Myocardial Infarction* 


Rosert L. Rosenruar 


ents with myocardial infarction and three 
patients with coronary insufficiency. In 
patient G.N., the heparin clotting times 
of 20 and 21 minutes on several occasions 
within nineteen days after infarction were 
indicative of accelerated coagulability. In 
addition, this patient revealed high pro- 
thrombin consumption times compatible 
with an increased conversion of prothrombin 
to thrombin. It is of interest to note that 
although there was evidence of accelerated 
coagulability consistent with the diagnosis 
of acute myocardial infarction during the 
first week of illness, the FE. C. G. did not 
show serial changes to substantiate the 
diagnosis until the twelfth day after onset. 
Patient V. C., studied three weeks after 
the probable onset of infarction, showed 
heparin clotting times in the mid-normal 
range. Three patients, who manifested no 
definite evidence by E. C. G. of an infare- 
tion after attacks of severe precordial pain, 
revealed heparin clotting times in the nor- 
mal range. The prothrombin time and clot- 
ting time showed no significant alterations. 

3. Serial studies were performed on pa- 
tients receiving dicumarol. Three hundred 
and two series of coagulation studies were 
performed on twenty-six patients with vari- 
ous diseases for an average of four weeks. 
Ten of these patients had acute myocardial 
infarction; four were studied in the three 
to six-week period after onset. Three other 
patients had coronary insufficiency and myo- 
cardial damage but no definite infarction. 
In general, there appeared to be some cor- 
relation between the prolongation of heparin 
clotting time and prothrembin time with the 
following exceptions: Three patients within 
twenty-one days after the onset of myocar- 
dial infarction, demonstrated lower heparin 
clotting times than would be expected at 
the corresponding prothrombin time. This 
finding is interpreted as a manifestation 
of the accelerated coagulability following 
acute myocardial infarction. Two of these 
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patients also gave evidence in the heparin 


clotting time and clotting time of a transi- 


and seven days 
this 


ent hypocoagulability six 
after 


patient had an episode of 


infarction. During time, one 


hematuria. 
coagulability as 


Summary. Accelerated 


detected by the heparin clotting time oc- 
curred in over 70 per cent of patients within 


the three-week period following acute myo- 


cardial infarction. The accelerated coagul- 
persisted during dicumarol therapy 
pre 


ability 


as evidenced by proportionately less 


longation of the heparin clotting time in 
relation to that of the prothrombin time. 
Patients with cardiovascular disease and 
or coronary insufficiency but without acute 
revealed normal 


myocardial infarction 


coagulability. 


Relationship of Hypertension to the Onset of Coronary Occlusion* 


Arrucr MM. MAstrer 


For has been accepted 
that hypertension is a common antecedent 
of both 
women, factor 
etiology. The number of patients who have 
the 


increase 


many vears it 


occlusion in men and 


significant in its 


and is a 


to 
to 


had hypertension prior coronary 


occlusion has been found with 


advancing aye. 
It that the 


conclusions concerning the relationship of 


is now our opinion earlier 
hypertension te coronary occlusion must be 
“High” 


have 


reviewed systolic and diastolic 


blood pressures been found many 
persons fifty vears of age and older. Since 
the blood with age 
and varies with sex, it is not correct to use 
the ot for 


example, 150/90 or 150/96, or 160/100, for 


average pressure rises 


same definition hy pertension, 
all ages, and for both men and women alike. 
the limits of 
hypertension (Master, Dublin Marks 
Bull, N. Acad. Med. 27 452-65, 1951), 


we have reinvestigated the problem of the 


Using newly established 


relationship between hypertension and cor- 
fifty-four 
coron- 


onary occlusion. Four hundred 


men and one hundred women with 


ary occlusion were studied. They were all 


under the age of sixty-five. Patients over 


* From the-Cardiograph Laboratory, The Mount 


Sinai Hospital, New York 


sixty-four were not included in this report, 
solely because the new blood pressure limits 
were not determined for individuals beyond 
this age. Of course, the blood pressure read- 
ing before the attack was employed. 

In men the percentage of hypertension 
renmined stationary for all ages in about 
27 per cent. An even more forceful state- 
ment is to say that more than 70 per cent 
had normal blood pressure before the onset 
of coronary occlusion! It would appear that 
hypertension, if it is a factor at all, is not 
the all important one in men who sustain 
coronary occlusion, 

In the 
hypertension for all ages was approximately 


women, however, frequency of 
71 per cent. Therefore, there is an important 
association between hypertension and coron- 
ary occlusion in women. 

Zeman and Schwartz reported an autopsy 
study of 154 patients. ‘The results of this 
investigation were in keeping with our ob- 
servations—hypertension was not a factor in 


producing coronary occlusion among men 
but was a definite cause among women. 
Men 


more frequently than women; they develop 


sustain coronary occlusion much 
it at an earlier age; they have less hyper- 
tension. The the two 


lead to interesting and possibly important 


differences in sexes 


speculations. 
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Investigation of Coagulation Defects Using a Modified 
Prothrombin Consumption Test 


Niet Murray Wetner AND Leon N. SussMAN 


When blood clots in vitro, only a portion 
of the prothrombin present is consumed. 
The amount of residual prothrombin acti- 
vity has recently been shown by Quick to 
be of considerable clinical significance. His 
prothrombin consumption test, however, re- 
quires the use of deprothrombinized plasma 
as the fibrinogen source, the incubation of 
three aliquots of blood for various time 
intervals, and the performance of eight de- 
terminations of prothrombin activity. We 
have used a standardized, dry preparation, 
prothrombin and oxalate free, containing 
fibrinogen, thrombeplastin, CaCl, and Na- 
Cl in optimal amounts, and stable at 5° C. 
for at least several months.* This single 
reagent is ready for use on addition of 
distilled water and permits determination 
of serum prothrombin activity as simply 
as the usual plasma prothrombin time. 

Using this reagent, three phases of serum 
prothrombin activity have been delineated, 
apparently reflecting serum — thrombin 
changes. Phase | is seen in serum separated 
immediately after clotting, in which only 
traces of thrombin are present. Serum pro 
thrombin activity is at least that of plasma 
and decreases slowly on incubation. Phase 
2 occurs in serum separated several minutes 
after clotting, wherein there is a rapid and 
loss of 


considerable prothrombin activity 


on incubation. Here thrombin, present in 
appreciable amounts, seems to interfere with 
prothrombin activity. Phase 3 is observed 
in serum separated an hour or more after 
clotting, in which prothrombin activity re- 
mains relatively constant on incubation. 
The thrombin is adsorbed by the clot and 
residual prothrombin is 


a stable level of 


then present. This permits the perform 


ance of accurate prothrombin consumption 


* Kindly supplied by Drs. C. V. Fisher and W 


Hoskins of the Chilcott Laboratories, Morris 


Plains, N. J. 


determinations reliably and reproducibly 
using a single test on one aliquot of blood. 

Serum prothrombin times (S. RP. T.) in 
young normal subjects range from 33° to 
54 seconds, averaging 41 seconds, In patients 
with and — thrombocytopenia 
values ranged from 14 to 20 seconds, Chron- 
ically and acutely ill older patients had 
higher serum prothrombin times, the sig- 


nificance of which is undetermined, 


hemophilia 


In addition to the diagnostic value of the 
prothrombin consumption test in hemophilia 
and thromboeytopenia, it is useful in 
effects of therapy. In a 
hemophiliac, for example, the S. PLT. 
following fresh blood transfusion from 18 
to 29 seconds, and fell two days later to 19 


evaluating the 
rose 


seconds, Also, in a patient with idiopathic 
therapy re- 
19 to 38 
from 


thrombocytopenia, cortisone 


sulted in a rise in S. P. ‘'T. from 


as the platelet) count rose 


100,000, 


seconds, 
50.000) to 

\ very useful function of the test occurs 
in the study of other coagulation defects, 
some not previously reported. For example, 
in a 49 vear old woman who suddenly de- 
veloped a severe clotting disorder, the only 
were a 


hematological -abnormalities 


longed Lee-White test and a short S. PLT. 


pro- 


Special tests were made involving mixtures 
that of 
thrombopenics, and normals, as well as with 


of her blood with hemophiliacs, 


platelets suspension and solution, In 
view of the crude nature of the Lee-White 
coagulation test, prothrombin consumption 
tests were run on all specimens, ‘The re- 
thus obtainable, indi- 


sulting data, only 


cated the presence of thrombasthenia, a 
qualitative platelet defect. The ease of per- 
formance and reproducibility of the modi- 
fied prothrombin consumption test in all 
these studies was felt to justify the con- 
clusion that this test offers a practical and 
sensitive tool in the investigation of coagula 


tion defects. 
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In 1948 the Committee for the Evaluation 
of Anti-coagulants In the Treatment of 
Coronary Thrombosis with Myocardial In- 
farction reported the findings of their co- 
operative study. Treating cases of myo- 
cardial infarction admitted on odd days 
with dicumarol, they demonstrated that 
the death rate was reduced from 24 per cent 
to 15 per cent, primarily as the result of a 
decrease in the incidence of thrombo-em- 
bolic complications. The Committee recom- 
mended then that “anti-coagulant therapy 
should be used in all cases of coronary 
thrombosis with myocardial infarction.” 
With the stimulus given by this exhaustive 
study, anti-coagulants have become general- 
ly accepted as part of the therapy of acute 
myocardial infarction. It has been suggested 
however that “before it might be concluded 
that the use of anti-coagulant drugs 
favorably alters the prognosis after myo- 
cardial infarction, it must be obvious that 
the prognosis without such therapy should 
be established.” 

For some time the authors have felt that 
most studies of the mortality rate of acute 
myocardial infarction (treated either with 
or without anti-coagulants) have failed 
to consider the milder cases of this condi- 
tion, cases that are treated at home and 
are not included in data based solely on 
hospital admissions. 

\ review of 1185 cases of acute myo- 
cardial infarction, admitted to the Albert 
Einstein Medical Center (Northern Divi- 
sion) from 1934 through 1950, disclosed 
that the annual mortality rate in the first 
six weeks varied from 51 per cent to 18 per 
cent with an overall average of 34 per cent. 


* Aided by a erant from the Mary Weinberger 
Research Fund 


Criteria for the Use of Anti-Coagulants in the Treatment of 
Acute Myocardial Infarction* 


Baer, I. Herne anp Sipney O. Krasnorr 


Albert Einstein Medical Center, (Northern Division) 


In a comparable series of 212 cases observed 
by one physician in private practice, using 
identical electrocardiograph criteria for con- 
firmation of the clinical diagnosis, it was 
found that 18 or 8.5 per cent had died. 
These 212 cases were treated at home by 
67 different physicians; only 4 per cent re- 
ceived anti-coagulant therapy. 

Further analysis indicated that since 1948, 
there has been a marked increase in the 
hospital admission of cases of acute in- 
farction. Prior to 1948 the admission rate 
of cases of acute myocardial infarction 
per 1000 general admissions was 5.4. From 
1948 to 1950 inclusive, this rate rose to 13.7. 

In view of their findings, the authors 
tentatively recommended that anti-coagul- 
ants be used in the treatment of acute myo- 
cardial infarction, when one or more of the 
following exists: 

Shock. 
Persistent severe pain. 
Extensive transmural infarction. 


Second or subsequent attacks. 


Congestive heart failure. 

6. Important cardiac arrhythmias. 

7. Varicosities of the legs, previous 
thrombo-embolic episodes, other 
weneralized vascular diseases, 

8. Conditions associated with marked 

debility or necessitating prolonged 


immobilization. 


\fter these criteria are considered, how- 
ever, the authors feel that there remain a 
large number of patients with acute myo- 
cardial infarction, perhaps 30 per cent of 
the total number, that do not require anti- 
coagulant therapy. These cases, all other 
factors being equal, may be treated very 
satisfactorily at home. 
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Effect on Serum Lipids of 
1. Weight Reduction Without Marked Fat Restriction. 
2. Rigid Fat Restriction Without Weight Reduction* 


Pomeranze, Morris B. Green 
AND ALLEN GoLpBLOOM 


The significance of elevated serum choles- 
terol levels in atherosclerosis, diabetes mel- 
litus and related disorders, and the thera- 
peutic value of a fall in these levels has 
not yet been clearly defined. Attempts have 
been made using various diets and therapeu- 
tic agents to alter serum cholesterol levels 
and these alterations have been suggested 
as a barometer of clinical change. 

Fear has been expressed by some obser- 
vers that the mobilization of fat during 
rapid weight reduction would elevate serum 
cholesterol levels and so create an increased 
tendency towards atherosclerosis and other 
degenerative changes. 

On the other hand, cholesterol feeding 
has prevented arteritis in dogs on a high 
fat diet with diminished renal function 
(Holman, R. L., Fed Proc. 6:394 1947). 
Also, a clinical syndrome of extreme weak- 
ness, gastric disturbance, constriction in the 
chest and a sense of impending collapse has 
been demonstrated on a low fat intake 
(Pomeranze, Gordon Research Conference, 
1951). 

To evaluate the effect on serum lipids of 
various restricted diets, serial serum lipid 
fraction studies and fat tolerance tests using 
7! ounces of fat in a breakfast meal were 
done on groups of individuals divided in the 
following manner: 


1. A eucaloric diet containing less than 20 


* From the Department of Medicine of the New 
York Medical College. 
Supported by a grant from the U.S. Vitamin 
Corporation. 


grams of fat per day was chosen and three 
groups of three subjects each were carefully 
observed on this diet for periods up to six 
weeks. 

a. Three clinically normal subjects with 
normal serum lipid values. 

b. Three clinically normal subjects with 
abnormal serum lipid values. 

ec. Three subjects with marked clinical 
evidence of atherosclerosis, 

2. A group of 10 obese subjects were 
observed weekly for varying periods on a 
1200-1500 caloric reducing diet containing 
60 or more grams of fat per day. 

Results: 
1. During the fat tolerance tests, serum 
cholesterol was unchanged, over the 24-hour 


study period, despite the significant intake 


of fat and cholesterol. 

2. Serum cholesterol levels as well as 
total fat and phospholipid levels fell signi- 
ficantly in all subjects observed on the 
eucaloric diet containing less than 20 grams 
of fat per day. In this group there was no 
significant weight loss. 

3. clinical syndrome developed in 
those subjects severely restricted in fat in- 
take. 

4. Significant weight loss was observed 
in all patients on the reducing diet with 
60 or more grams of fat per day. No signi- 
ficant change in serum cholesterol, phos- 
pholipid or total lipid was noted although 
in a few subjects there was a slight drop 


in serum lipid levels. 
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Pilonidal Sinus and Cyst: An Analysis of the Results 
of Surgical Therapy in 229 Consecutive Cases 


Paut W. Horrerr and Martin J. Heary, Jr. 


The results of surgical therapy in 229 
consecutive cases of pilonidal cysts and 
sinuses treated at the Veterans Administra- 
tion Hospital, Bronx, New York, over a 
twenty-seven month period are analyzed in 
this paper. Basically, three types of defini- 
tive surgical procedures have been carried 
out: 1) excision of the lesion with complete 
or almost complete open packing of the 
wound; 2) excision of the lesion with partial 
closure of the resultant wound; 3) excision 
of the lesion with a complete, primary 
closure of the wound. In the series of cases 
analyzed, the method of partial closure that 
was used almost exclusively was the method 
described by MacFee whereby the skin is 
approximated to the sacrococeygeal fascia 
at the depth of the wound leaving a narrow 
defect between skin edges to fill in) with 
granulation tissue and become epithelialized. 
The method of primary closure that was 
used almost universally was the method of 
Holman whereby the fascia overlying each 
gluteus maximus muscle together with a 
thin layer of muscle is mobilized sufficiently 
to allow the approximation of these musculo- 
fascial flaps in the midline without undue 
tension. The skin is then reapproximated 
with a subcuticular non-absorbable suture 
leaving about two centimeters of the cepha- 
lad portion of the wound open for drainage. 

Eighty-two per cent of the patients were 
between 20 and 29 years of age. The average 
duration of symptoms pre-operatively was 
11.7 months. The symptoms consisted of 
intermittent or continuous drainage from 
the lesion, with or without pain or dis- 
comfort. One hundred and ninety-four pa 
tients, or 85 per cent of all the patients, 
have been followed for one to five vears 
following surgery. An additional eighteen 
patients, or 8 per cent of all the patients, 
have been followed for shorter periods of 


From the Department of Surgery, Veterans Administration Hospital, Bronx, New York 


time post-operatively, usually six to nine 
months. Seventeen patients, or 7 per cent of 
all the cases, have been lost to follow-up. 
Thus, follow-up data are available on 212 
patients, or 93 per cent of all the cases 
analyzed, 

A total of 245 operative procedures were 
carried out in the 212) cases analyzed. 
Primary closure was performed in 36 per 
cent of the cases, partial closure in 26 per 
cent, and excision with open packing of the 
wound in 19 per cent of the cases. The 
results of treatment were rated numerically 
under three categories: (a) anatomical; 
(b) functional; (¢) economic. 

The incidence of good and excellent results 
in primary closure was 81 per cent; in 
partial closure—82 per cent; in’ excision 
with open packing of the wound—83 per 
cent. The average post-operative hospital- 
ization in the cases of primary closure was 
14.2 days; in partial closure—21.5 days; in 
excision with open packing—25.6 days. The 
condition of the wound at the time of dis- 
charge from the hospital was also analyzed. 
Thus, 94 per cent of the cases of primary 
closure were completely or almost com 
pletely healed at the time of discharge from 
the hospital; 77 per cent of the cases of 
excision with open packing had an open 
granulating wound at the time of discharge. 
Sixty-four per cent of the cases of partial 
closure were almost or completely healed 
at the time of discharge. A careful analysis 
of the types of lesion that existed prior to 
surgery indicated no evidence of specific 
selection of cases for any of the therapeutic 
procedures, It would seem, from this study, 
that primary closure offers a much shorter 
period of post-operative morbidity together 
with an equally good long term follow-up 
as compared with the other forms of sur- 
gical therapy. 
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Ligation of the Hepatic and Splenic Arteries in the 
Treatment of Cirrhosis of the Liver 


Joun L. Mappen 


From the Department of Surgery, St. Clare's Hospital, 
y 


New York 


In May, 1951, Rienhoff reported encour- 
aging results in the treatment of cirrhosis 
of the liver with associated hematemesis 
and/or ascites by ligation of the hepatic 
and splenic arteries. The hepatic artery was 
ligated distal to its gastroduodenal branch. 

Since June of 1951, six patients with 
cirrhosis of the liver and ascites and/or 
hemorrhage have been treated by ligation of 
the hepatic and splenic arteries, and one 
patient by ligation of the hepatic artery 
alone. Six of the patients were men and one 
was a woman. In one patient hematemesis 
was associated with ascites and in another 
hematemesis alone was present. In four of 
the seven patients direct recordings of the 
venous pressure in the portal vein were ob- 
tained before and after ligation of the hepa- 
tic and splenic arteries, respectively. The 
hepatic artery was ligated distal to the 
gastroduodenal artery in one patient and 
proximal to the gastroduodenal artery in the 
remaining six patients. 

Three patients (50 per cent) died in the 
immediate post-operative period. One pa- 
tient died of cardiac arrest during the 
closure of the skin incision. Another died 
of uncontrollable hemorrhage from multiple 
foci and a third died from exsanguinating 
hematemeses forty hours  post-operatively. 
The fourth and final patient died 9 days 
post-operatively from a progressive renal 
insufficiency which commenced on the fourth 
post-operative day. Necropsy showed cloudy 
swelling of the kidneys. There was no evi- 


dence of liver necrosis. 


City, N 


The follow-up period in the remaining 
three patients is eight months, seven months 
and three weeks, respectively. The first pa- 
tient operated upon, a seven-month follow- 
up, continued to imbibe freely of alcohol 
and did not maintain an adequate diet. 
Seven months after the operation, the pa- 
tient was admitted to the hospital in ex- 
tremis. Inquiry revealed that the patient 
had recurrent attacks of hematemesis of 
three days duration. Within three hours 
after admission, death occurred. Necropsy 
showed rupture of esophageal varices and 
a recannulization of the lumen of the ligated 
hepatic artery. Liver necrosis was not 
present. The second patient and the second 
one operated upon was readmitted to the 
hospital eight months post-operatively he- 
cause of oropharyngeal bleeding and recur- 
rent ascites. The third patient operated 
upon for persistent ascites, had hematemesis 
for the first time three weeks post-opera- 
tively. Within 36 hours hepatic insufficiency. 
coma and death occurred, 

In the treatment of cirrhosis of the liver, 
the hepatic artery may be ligated immedi- 
ately distal or proximal to the gastroduo- 
denal artery without producing necrosis of 
the liver. Similarly the splenic artery may 
be ligated without producing necrosis of the 
spleen. However the efficacy of the ligation 
of the hepatic and the splenic arteries in 
the treatment of cirrhosis of the liver is 
questioned. The results obtained in the 
patients operated upon do not warrant its 


continued usage. 
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An Evaluation of Vagus Resection in the 


From the 


In the past seven years there has been 
a renewed interest in the treatment of pep- 
tic uleer by resection of the vagus nerves. 
However, during recent years there appar- 
ently has been a waning enthusiasm refer- 
able to this method of surgical treatment. 

In 1946 it was decided to make an impar- 
tial study of a consecutive series of patients 
with peptic ulcer treated by vagus neurec- 
tomy. In order to obviate any confusion as 
to results obtained, vagus neurectomy was 
performed as the sole procedure in all 


patients, with the exception of those with 


Treatment of Gastroduodenal Ulcer 


J. McCann, Jr. and Joun L. Mappen 


Department of Surgery, St. Clare’s Hospital, New York, N. Y. 


an associated pyloric stenosis, In such pa- 
tients a complementary gastro-enterostomy 
was done. 

A consecutive series of 112 patients was 
studied. In 100 of these a vagus neurectomy 
alone was done. In the remaining twelve 
a complementary gastrojejunostomy was 
performed, The follow-up is one of a maxi- 
mum of five-and-a-half years and a mini- 
mum of six months. The results obtained, 
in contrast to most of the reports in the 


current medical literature, have been most 


encouraging. 


In recent vears, a number of patients suf 
fering from chronic relapsing pancreatitis 
have been treated by subtotal gastrectomy. 
The immediate results have been encourag- 
ing and the long term results are still under 
investigation. Theoretically, subtotal gas- 
trectomy should reduce the flow of pancre- 
atic juice by virtue of a decrease in gastric 
acidity and the diversion of gastric con- 
tents through the gastroenteric stoma into 
a part of the small intestine in which se 


From the Gastroenterology Research Laboratory 
and the Surgical Service of Raluh Colp., 
The Mount Simai Hospital, New York City 


With the techmiecal assistance of Alice Klein, B.A 


The Effect of Subtotal Gastrectomy Upon 
External Pancreatic Secretion in Dogs* 


ALEXANDER RicHMAN, Louis J. Lester 
and Frankuin Hottanper, Ph.D. 


cretin is present to a lesser degree than in 
the duodenum and upper jejunum. The ef- 
fect of this operation would be to reduce 
the extent of secretin activation of pan- 
creatic secretion, 

This investigation was undertaken to de- 
termine the extent to which subtotal gas- 
trectomy reduces the pancreatic response. 

Healthy mongrel dogs were prepared 
with duodenal “windows” (metal cannulae) 
described by Thomas, Scott et al, thus 
maintaining normal intestinal and pancre- 
atic continuity between experiments. For 
each experiment, the “window” is opened, 
the pancreatic duct cannulated under direct 


gt 
614 
fis, 
t 
1 ate 
ia 
| 
4 
| 
an 


Clinical Research Meeting 615 


vision, and pure pancreatic juice collected 
quantitatively. Experiments were begun af- 
ter the animals had fully recovered from 
the operation. For each experiment, the 
animal was in a fasting state, confirmed by 
observing pancreatic flow for at least one 
half hour to make certain it was at hasal 
level. A standard stimulus was then given, 
and pancreatic juice collected for mini- 
mum of three hours thereafter. The stimuli 
utilized were 1) secretin (5 units kg, intra- 
venously ), 2) 200 grams of raw meat (by 
mouth), and 3) histamine, (0.2. mgm. kg, 
subcutaneously). Specimens of pancreatic 
juice were collected at one half hour inter- 
vals and analyzed premptly for 1) volume, 
2) bicarbonate, and 3) amylase. All experi- 
ments were repeated at least four times, 
and an average obtained. Following com- 
pletion of these control studies, a subtotal 
gastrectomy (Hofmeister type) was per- 
formed, removing about 70 per cent of the 


stomach, and the same series of experiments 
was repeated, 

Analysis of these pre- and post-operative 
function studies revealed the following: 1) 
The response of pancreatic flow to exo- 
genous (intravenous) secretin is essentially 
the same after subtotal gastrectomy as be- 
fore, ie. the functional capacity of the 
pancreas is not altered by this operation. 
2) Subtotal gastrectomy caused marked 
diminution in the pancreatic response to 
food and to histamine, ie, to endogenous 
secretin. The reduction in flow ranged from 
50 per cent to 80 per cent, in different 
animals. 

Therefore, 
diminish the pancreatic response. On the 
theoretical ground of hypersecretion being 
a factor in the production of pancreatitis, 


subtotal gastrectomy does 


diminution of pancreatic secretion may be 
of benefit in clinical pancreatitis. Only elin- 
ical observations can establish this. 


The Electrogastrogram and Its Clinical Significance 


N. GoopmMan 


The Presbyterian Hospital, Columbia-Presbyterian Medical Center 


The significant improvements in the ap- 
paratus have been 1) a continuous high 
speed electrical recorder utilizing General 
Electric Photo-electric Potentiometer, meas- 
uring synchronously both electrical and me- 
chanical activity of the entire stomach; 2 
the use of AgAg Cl electrodes directly into 
the stomach, thus eliminating the long col- 
umn liquid electrodes and inherent inac- 
curacies of numerous liquid junctions. 

With the improved apparatus 100 cases 
of carcinoma and fifty-eight gastric ulcer 
cases have been studied by this method. 
There appears to be a significant difference 
in types of graphs obtained in these cases 
from those of people without gastric lesions. 


There also appears to be a difference in 
electrical activity of those patients with 
gastric carcinoma and gastric ulcer. The 
analysis of these differences is being studied 
by a statistician and will be reported at a 
later date. 

The outstanding difference appears to be 
that there is no significant alteration in the 
electrical pattern following the ingestion of 
milk in cases of gastric carcinoma, whereas 
in gastric ulcer there is a change in voltage 
and usually dampening or marked exaggera 
tion of rate as characterized by gastritis. A 
without 


comparable age group gastric 


lesions is being studied as a control group. 
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The Maximal-size V ein Graft Feasible in the Replacement of Experimental 


Aortic Defects. Long Term Observations Concerning the 


Great interest has been shown recently in 
the experimental and clinical use of arterial 
and venous grafts. Prostheses made of poly- 
thene, lucite or other materials have been 
utilized to bridge vascular defects, but they 
have not been as uniformly successful as 
blood vessel grafts. It has yet to be estab- 
lished, however, whether arterial homo- 
grafts are superior to venous autografts. 
In the transplantation of any tissue, auto- 
grafts are usually successful whereas homo- 
grafts are invariably unsuccessful. Further- 
more, it is relatively simple to obtain a suit- 
able vein graft in any patient during op- 
eration, This is in sharp contrast to the 
difficulty of having satisfactory arterial 
grafts always available. This investigation 
was carried out to determine whether vein 
grafts are completely satisfactory when 
used to bridge long defects in large arteries. 

Long segments of the abdominal aorta of 
dogs were replaced with fresh grafts from 
the inferior vena cava. Grafts as long as I4 
em. were used. The animals exhibited no 
untoward sequelae following excision of such 
vena cava segments between the renal and 
iliac veins. Daily venous pressure studies 
und phlebograms were carried out in order 
to observe the development of collateral 
circulation, The vascular pattern was also 
investigated by means of injections of viny- 
lite into the venous system immediately prior 
to sacrificing the animals. This — plastic 
material solidifies rapidly and makes pos- 
sible a detailed study of the collateral ven- 
ous pattern at autopsy. Infra-red photo- 
graphs also were made in order to demon- 


From the Laboratories of The Mount Sinai Hos 
pital, New York 


Function and Ultimate Fate of the Graft* 


Roserr A. Nasarorr and Arrucur S. W. Tovurorr 


strate any dilatation of the superficial veins. 
All of these studies revealed that an ade- 
quate collateral circulation develops very 
rapidly following resection of these long 
segments of inferior vena cava below the 
renal veins. Edema or other untoward 
sequelae usually do not develop. The ani- 
mals now have been observed for more than 
2 years, and have remained completely well. 

The next phase of the investigation con- 
cerned the fate of the graft itself. Aorta- 
grams, repeated over a period of 2 years, 
have revealed well functioning grafts. How- 
ever, some of the older grafts have become 
markedly dilated. Detailed studies concern- 
ing the gross and microscopic features of 
the vein grafts are now being carried out. 
An original apparatus has been devised to 
measure changes in elasticity of the grafts 
after they have functioned in the host for 
varying periods. This will permit compari- 
son between vein grafts and analogous 
arterial homografts. 

It has generally been accepted that vein 
grafts are satisfactory, when used to bridge 
defects in small and medium-sized arteries. 
If they prove equally satisfactory in an 
artery as large as the aorta, it should be 
possible to utilize them in practically any 
cardiac or vascular operation when a graft 
is needed, Thus, it might be feasible to ex- 
cise an aortic aneurysm and use a_ vein 
graft to bridge the gap; or a graft might 
be used to bridge a long defect after exci- 
sion of a coarctation of the aorta. Many 
other cardiovascular disease processes which 
have hitherto been considered incurable may 
thus become amenable to surgical treat- 


ment. 
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TWENTY-FIFTH GRADUATE FORTNIGHT 


THE NEW YORK ACADEMY OF MEDICINE 
2 East 103 Street, New York 


HORMONES IN HEALTH AND DISEASE 
OCTOBER 6-17, 1952 


EVENING LECTURE PROGRAM 


MONDAY, OCTOBER 6 


PRESIDENTIAL ADDRESS 
Wa. Barcray Parsons 


HORMONES AND COMMON SENSE 


Lupwic Kast Awarp 

Futter Atsricut, Associate Professor of Medicine, Harvard Medical 
setts General Hospital 
HORMONES OF THE ANTERIOR PITUITARY GLAND 

ApranaM Wuute, Px.D., Lecturer in Biochemistry, College of Physicians and Surgeons, Columbia 

University 
THE REGULATION OF WATER EXCRETION BY THE NEUROHYPOPHYSIS 
H. B. van Dyke, Hosack Professor of Pharmacology, College of Physicians and Surgeons, Columbia 
University 


ol; Physician, Massachu 


TUESDAY, OCTOBER 7 
HORMONES OF THE ADRENAL CORTEX 

E. C. Kenpart, Pu.D., The James Forrestal Research Center, Princeton University 
DIAGNOSIS OF ENDOCRINE DISEASE: CLINICAL AND LABORATORY CONSIDERATIONS 


Louis J. Sorrer, Associate Attending Physician and Head of Department of Endocrinology, The 
Mount Sinai Hospital, New York 


WEDNESDAY, OCTOBER 8& 


THE ENDOCRINE CONTROL OF METABOLISM 
Frank L. Encet, Associate Professor of Medicine and Associate in Physiology, Duke University 


DISTURBANCES IN GROWTH 
Lawson Wtxins, Associate Professor of Pediatrics, Johns Hopkins Medical School; Director of 
Endocrine Clinic, Harriet Lane Home, Baltimore 


THURSDAY, OCTOBER 9 


MANAGEMENT OF ADDISON’S DISEASE IN ADRENALECTOMIZED PATIENTS 
D. M. Bercenstar, Assistant Professor of Medicine, Universtty of Chicago Medical School 


ACTH, CORTISONE AND RELATED STEROIDS IN CLINICAL MEDICINE: 
PRACTICAL CONSIDERATIONS 

Cuartes Racan, Associate Professor of Medicine, College of Physicians and Surgeons, Columbia 
University 


FRIDAY, OCTOBER 10 


PHEOCHROMOCYTOMA WITHIN AND WITHOUT THE ADRENAL MEDULLA 
Grorce F. Cantir, Professor of Urology, College of Physicians and Surgeons, Columbia University; 
Director of Department of Urology, Presbyterian and Francis Delafield Hospitals 


VIRILISM 
Joserpu W. Jarrer, Assistant Professor of Medicine, College of Physicians and Surgeons, Columbia 
University; Assistant Attending Physician, Presbyterian Hospital 
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MONDAY, OCTOBER 13 


CUSHING’S SYNDROME 
I. Know ron, Assistant Professor 
Uniwersity 


DIABETES: sar Ic EFF EC TS OF INSULIN 
Nutrition and Physiology, The Public Health Research 


~ Medicine, College of Physicians and Surgeons, Columbia 


DeWitt Strertes, Jr 
Institute of The City Now York, 


TUESDAY, OCTOBER 14 


THE PITUITARY THYROID RELATIONSHIP IN NORMAL AND 
DISORDERED THYROID STATES 
Stoney C. Werner, Assistant Professor of Clinical Medicine, College of Physicians and 
Columbia University; Assistant Attending Physician, Presbyterian Hospital 


Surgeons, 


CHOICE OF MANAGEMENT IN HYPERTHYROIDISM 
Cyrus C. Sturcis, Professor and Chairman of the Department of Internal Medicine; Director of the 
Thomas Henry Simpson Memorial Institute for Medical Research, University of Michigan 


WEDNESDAY, OCTOBER 15 


THYROIDITIS AND MYXEDEMA 

Carpenter Lecture 
Davip P. Barr, Professor of Medicine, Cornell University Medical College; I 
New York Hospital 

PARATHYROIDS AND CALCIUM METABOLISM 

tor of Medical Education of The Mount Sinai Hospital, New York 


*hysician-in-Chief, The 


I. Swarrer, Physician and Dire: 


THURSDAY, OCTOBER 16 


USE OF THE STEROIDS AND GONADOTROPINS IN GYNECOLOGY 
Howarp C. Tayior, Jr., Professor of Obstetrics and Gynecology, College of Physicians and Surgeons, 
Columbia University; Director of Obstetrics and Gynecology, Sloane Hospital of the Columbia- 


Presbyterian Medical Center 
HORMONAL CONTROL OF NEOPLASTIC GROWTH 


Ruton W. Rawson, ian, Memorial Hospital; Thivision of Clini 
Sloan-Kettering Institute; Professor of Medicine, Sloan- Reicles ‘Dit ision, Cornell University Medi 


cal College 


cal Investigation, 


FRIDAY, OCTOBER 17 


THE RELATIONSHIP OF HORMONES TO PEPTIC ULCER 
Joseru B. Kirsner, Professor of Medicine, University of Chicago 


HORMONES AND THEIR INFLUENCE ON THE EMOTIONS 
Francis J. Bracetann, Psychiatrist-in-Chief, Institute of Living; Clinical Professor of Psychiatry, 


Yale University 


MORNING PANEL PROGRAM 


Wednesday, October 8 Wednesday, October 15 
PRACTICAL CONSIDERATIONS RE- 


PRACTICAL CONSIDERATIONS RE- | P CA ONSID TONS 
GARDING REALISM AND WISHFUL | GARDING DIAGNOSTIC AND THERA- 
I I NE 
Chairman: RusSTiIN McINTOSH 
Chairman: Davip P. BarRR 


Friday, October 10 Friday, October 17 


PRACTICAL CONSIDERATIONS RE- | PRACTICAL CONSIDERATIONS  RE- 
GARDING THE USE OF ACTH AND GARDING HORMONAL MANAGE- 
CORTISONE MENT OF MALIGNANT NEOPLASMS 

Chairman: Louts LEITeR | Chairman: C, P. RHoaps 
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treatment “must not only include a tricho- 
monacide, but it must furnish sugars to be 
stored as glycogen in the vaginal epithe- 
lium and provide a favorable medium for 


regeneration of the Déderlein’s bacilli...".* 


The normal adult vaginal mucosa is relatively thick, rich in glyco- 
gen and its secretions have an acidity within the range of pH 3.8 
to 4.4. Glycogen is metabolized to lactic acid by the Déderlein 
bacilli, thus maintaining the normal acid state. 


e ® | 
F ra q U n “We prescribe Floraquin tablets which 


contain Diodoquin ... boric acid, and lactose 


and dextrose.'’* 


Searle RESEARCH IN THE SERVICE OF MEDICINE 


*Boehme, E. J.: Trichomonas Vaginalis Vaginitis; Diagnosis, Treatment, Causes of Failure in Treatment, 
S. Clin. North America 25:545 (June) 1945. 
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PUTS A SMILE IN 


THE VITAMIN SPOON 


4 
1 PINT 473 
4 The eager way that Mulcin is taken, even by finicky 
q children, solves one of the most common problems in pro- 
{ phylactic vitamin supplementation, 
Already accustomed to the refreshing flavor of orange 


juice, children and adolescents welcome Mulcin as a daily 
“ureat.”” The yellow color of this vitamin emulsion is appe- 


tizing too. And there is no unpleasant aroma or after-taste 


EACH TEASPOON SUPPLIES: to detract from acceptability. 


Vitamin A........ 3000 units 

Vitainin D _. 1000 units Mulcin’s smooth, non-sticky texture makes it easy to pour. 

Thiamine ........ 1.0 mg For infants, it mixes readily with formula, fruit juice or 

on, veeeeee tog water. Clear and light, Mulcin does not separate on stand- 

nha... 50 mg ing or shaking. It's stable at room temperatures. 


Superior in every way ... Mulcin is truly an achievement 


in pharmaceutical elegance. 


Available in 4 oz. and 


economical I pint bottles. id 


MEAD JOHNSON & CO. - EVANSVILLE 21, IND., U.S.A. 


MUSCULO-SKELETAL 
ACHES AND PAINS 


ARTHRITIS © Rub A-535's combination of time- 
roven ingredients, in a modem 
© stainless, vanishing 
BURSITIS © base facilitates rapid analgesic and 
MYOSITIS @ counter-irritant action in the symp- 
NEURITIS © tomatic treatment of a wide range of 
musculo skeletal conditions. 
SCIATICA ° Rub A-535 contains four active in- 
LUMBAGO ¢ gredients: Camphor 1%, Menthol 1%, 
Oil Eucalyptus '2‘;, Methyl Salicylate 
12% 
Rub A-535 may be used following dia- 
thermy, infra-red lamps, baking and other 
forms of physio-therapy 


GREASELESS * STAINLESS + VANISHING 


For a Professional Sample of Rub A-535, Write Dept. E-29 


THE DENVER CHEMICAL MFG. CO., Inc. 
163 Varick Street, New York 13, N. Y. 
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INJECTABLE 


\NID/ 
Q, HYDROCHLORIDE 


jul 


FIRST /NJECTABLE QUINIDINE COMMERCIALLY 
AVAILABLE IN AMERICA 


TRIED - TESTED - DEPENDABLE - STABLE 
For those cases of auricular fibrillation and paroxysmal 


tachycardia where QUINIDINE is indicated and cannot be 
given, or is not effective, orally — 


Administration: \NTRAMUSC ULARLY or if necessary INTRAVENOUSLY 


Auailalde: Quinidine Hydrochloride Injectable (0.6 Gm.) in 5 cc. ampul 
Quinidine Hydrochloride Injectable (0.18 Gm.) in 112 cc. ampul 


REFERENCES: 


. Sturnick, M. 1.; Riseman, J. E. F.; and Sagall, E. I.: Studies on the 
Action of Quinidine in Man: J. A. M. A. 121; 917 (March 20) 1943 
2. Sagall, E. 1; Horn, C. D.; and Riseman, “J. E. F.: Studies on the 
Action of Quinidine in Man: Arch. Int. Med. 71; 460 (April) 1943 
3. Armbrust, Chas. A. Jr and Levine, Samuel A.: Paroxysmal Ventricular 
Tachycardia: A Study of 107 Cases: Circulation, 1; 28-39 (Jan.) 1950 
4. Bell, G. O.; Bradley, R. B.; and Hurxthal, L. Ml: Paroxysmal Tachy- 
cardia, Experiences with Massive Doses of Quinidine Intravenously in a 
Refractory Case: Circulation, 1: 939 (April Part I) 1950 


For additional information — just send your R blank marked 2009 


Auailatle 


& FOR ORAL ADMINISTRATION 
; Quinidine ne Sulfate Tablets and Capsules 
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BREWER & COMPANY, INC. — 


67 UNION STREET WORCESTER. 8, MASS. 


int 
“a3 
{ 
. 
4: 
j 


SEPTEMBER 


In Para-Nasal Infection 
ARGYROL provides 


Broad Spectrum Bacterio- — 
stasis Detergent and 


Demulcent Properties» 


Compatability 


with 


Systemic Antibiotics 


In the treatment of para-nasal infection, 

local therapy remains of paramount 
importance. Inadequate drainage from closed 
spaces makes local therapy a necessary 
component of successful treatment. The 
bacteriostatic and physical properties of 


ARGYROL help overcome 
infection, promote drain- 
age and provide decon- 
gestion without rebound. 


For these maximum 
benefits of ARGYROL 
be sure to prescribe 
the Original Package 


The arcrro. Technique Its Three-Fold Effect 
1, The nasal meatus... by 20 per 1. Deconcests withcut irritation to 
hrough the membrane and without ciliary 
injury. 
Tne nasal ss 2. Detinitely bacteriostatic, yet non- 
r cent ARGYROI lutionin drops. toxic to tissue. 
The nasal c es... with 10 3. Stimulctessecreticnandcleanses, 
t ARGYROL by nasal tam- thereby enhancing Nature’s own 
19e. first line of defense 
Decongestion and Relief without Rebound © Decongestion without Dysfunction 
— the medication of choice in treating para-nasal infection 
Made only by the 
A. C. BARNES COMPANY, NEW BRUNSWICK, N. J. 


ARGYROL 15 a registered trademark, the property of A. C. Barnes Company 
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WHAT IS DENCOTAR’? 


DENCOTAR is a trademark designating products containing a specially processed 
crude coal tar recently developed in the laboratories of The Denver Chemical Mfg. Co., 
Inc. There is no other coal tar just like that contained in DENCoTAR Products. 


The special processing of crude coal tar does three things: 


1. Removes low molecular irritants. 
2. Removes inert sludge. 


3. Combines tar with a vegetable oil in which 
is produced ozonides (organic peroxides). 


DENCOTAR OINTMENT Sulphurated ... contains specially 
processed crude coal tar, precipitated sulphur, and menthol in 
non-greasy cosmetic base containing starch. The base permits 
absorption of the active ingredients well beyond that effected 
by ordinary bases and therefore minimum amounts of the proc- 
essed crude coal tar are required to produce maximum thera- 
peutic effects. 


INDICATIONS ... for all skin conditions requiring tar. DENCOTAR OINTMENT Sulphurated 
should be the treatment of choice in: Eczema—subacute or chronic. Nummular eczema, 
Psoriasis, Atopic dermatitis, Neuro-dermatitis, Seborrheic dermatitis (body and scalp), all 
chronic dermatoses, with or without itching. 


FORMULA: Menthol, .125%, Precipitated Sulphur, 1%, Specially processed crude coal tar, 1.5%, Starch, 5%, 
Von-greasy, water miscible base, Qs. 


DENCOTAR SHAMPOO... is a delightful new shampoo con- 
taining 1° of the specially processed crude coal tar in a pure 
castile soap base. DENCOTAR SHAMPOO has a stimulating effect on 
the scalp, and combined with massage, should be used regularly 
to maintain a healthy state of scalp and follicles. 


SEBORRHEIC DERMATITIS OF THE SCALP... Dencotar 
Shampoo is indicated for use with DENCOTAR OINTMENT Sulphura- 
ted in the treatment of scalp conditions. It is particularly helpful 
in combatting seborrheic dermatitis, including dandruff. 


DENCOTAR PRODUCTS contain a new and different type of crude coal tar. To the 
best of our knowledge no other products containing crude coal tar of this type have ever 
been offered to the medical profession. 


SAMPLES AND LITERATURE ON REQUEST 


These Products are Advertised Only to the Medical Profession 


THE DENVER CHEMICAL MFG. CO., INC. 
pc» 163 Varick Street, New York 13, N. Y. 
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THE BULLETIN 


POST GRADUATE 
RADIO PROGRAMME 


THE NEW YORK ACADEMY OF MEDICINE 


arranged by 
THE COMMITTEE ON MEDICAL INFORMATION 


in cooperation with 


THE COMMITTEE ON MEDICAL EDUCATION 


THURSDAYS — 9:00 P.M. — 10:00 P.M. Station WNYC-FM — 93.9 megs. 


SEPTEMBER 4—SKIN CANCER—WHAT IS WELL FOR A PHYSICIAN TO oa 
: KNOW— Anthony C. Cipollaro, Professor and Director of Dermatology at Neu 


York Polyclinic Medical School and Hospital. 


SEPTEMBER 11—APPLICATION OF CLINICAL PSYCHOLOGICAL TESTS TO 
A FULLER UNDERSTANDING OF SOMATIC DISEASE—Mollie R. Harrower, 
Research and Consulting Psychologist. New York City; Editor, American Lecture 

Series in Psychology; Research Director of Court Screening Project, New York City. 


SEPTEMBER 18—THE ROLE OF CONNECTIVE TISSUE IN CARDIOVASCULAR 
DISEASE—Paul Klemperer, Pathologist at The Mount Sinai Hospital; Professor of 
Pathology, College of Physicians and Surgeons, Columbia University. 


SEPTEMBER 25—LABORATORY TESTS OF ENDOCRINE FUNCTION—Lester 
J. Gabrilove, Resident Assistant Physician, The Mount Sinai Hospital. 


Specialists in Plastic and Glass 
Artificial Human Eyes Exclusively 
REFERRED CASES CAREFULLY ATTENDED 


FRIED & KOHLER, Inc. 


665 FIFTH AVENUE NEW YORK, N. Y. 
near 53rd Street Tel. Eldorado 5-1970 


Satisfaction 
Guaranteed 
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ef Corticotropin (ACTH). 


Sterile Corticocropin (Upjobm) is avail- 
able in wo porencies: in vials containing 
25 USP. units and in vials comisining 
46 USP. univ. 


Upjohn’s extensive experience in the 
research and manufacture of adrenal cor- 
sical products has made it possible to pro- 
wide the medical profescon with both 
and Corticotropin. 


the Upjohn Company early June 
i production of Contivone 
. gute, 25 mg. Tablets. 
Now we are announcing the availability 7 
A contribution 
4 m se : to thes ev of metabolic medicine 


PROVEN 
PAIN CONTROL 


‘Tabloid’ 


_‘EMPIRIN’ COMPOUND 


with CODEINE PHOSPHATE 


gr.t-No.1  gr.t-No.2  gr.3-No.3 gr. 1-No. 4 


*/2 times more soluble than sulfate 


Burroughs Wellcome & Co. (U.S.A.) Inc. 
Tuckahoe 7, N. Y. 
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Offers New Hope in Many Dermatologic Conditions 


PEMPHIGUS 


Before therapy with CORTONE After therapy with CoRTONE 


CorTONE has relieved many patients from the distressing and unsightly 
manifestations of angioneurotic edema, atopic dermatitis, and allergic skin 
reactions to certain drugs. In addition, striking benefits have followed its 
administration in certain serious conditions such as pemphigus, disseminated 
lupus erythematosus, and generalized exfoliative dermatitis. In some of these 
cases, CORTONE has served to prevent a probably fatal outcome. 

In general, individualized dosage, careful clinical observation, and simple, 
readily available laboratory procedures (sedimentation rates, urinalyses, 
blood counts, frequent blood pressure and weight recordings) are adequate 
for the rehabilitation and management of most patients. 


Literature on request 


ACETATE 
(CORTISONE ACETATE, Merck) 


| 
Cortone is the registered trade-mark of : MERCK &€ CO., Inc. 


Merck & Co., Inc. for its brand of cortisone. Manwfacturing Chemists 

This substance was first made available to the \X 

world by Merck research and production. RANWAYV, NEW SERSEV 
In Canada: MERCK & CO. Limited-Montreal 
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Jamaica, Queens 


Parkchester, Bronx 


White Plains, N Y Flatbush, Brooklyn 


MACY'S PRESCRIPTION DEPARTMENT 


Macy’s is up-to-the-minute. We make every effort to have all 
new or scarce drugs on hand for your prescription. We follow the 
development of each new product, obtain it as soon as it is available. 
And when you prescribe, you can be assured that your prescription 
is accurately compounded exactly as you write it, carefully checked 
by our supervising pharmacists. 


No wonder so many physicians prefer Macy's Prescription Department. 


Aminophyllin... 


a ‘most effective single agent 


aminophyllin 


for prompt relief” of severe theophylline-ethylenediamine) 
bronchial asthma 
readily 
“useful as a peripheral vasodilator and soluble for 
myocardial stimulant” in rapid 
pul y ed therapeutic 
paroxysmal dyspnea effect. 
i 
of congestive heart tallure TABLETS * AMPULS 
Cheyne-Stokes respiration POWDER 


SUPPOSITORIES 


H. E. DUBIN LABORATORIES, INC. 


250 E. 43rd St. » New York 17, N.Y 


MAGER & GOUGELMAN, INc. 


@ PRIVATE FITTINGS 
@ PERSONAL ATTENTION 
@ EXPERIENCE & SKILL 


A CENTURY OF SERVICE 
1851-1951 


PLASTIC AND 
GLASS EYES 


510 Madison Ave., N. Y. 22 
Telephone Plaza 5-3756 
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1 Greater tensile strength: One of the strongest silks 
ever created — smaller diameter sizes can be used every- 
where to minimize trauma and foreign body reaction. 


2 Withstands repeated sterilization: New Anacap Silk 
can be boiled or autoclaved six separate times without ap- 
preciable change in either strength or texture. In laboratory 
tests almost the full original strength is maintained even 
after 234 hours of boiling. 


3 Easier to handle: Firmer, not limp, Anacap Silk speeds 
operative technic. Braided by a new method that minimizes 
“splintering” and “whiskering” it passes readily through 
tissues. The ease of handling Anacap makes it a “new ex- 
perience” in silk suturing. 


4 Absolute non-c apillarity: Having no wick-like action, 
new Anacap Silk is resistant to body fluids and will not 
spread an early localized infection if it occurs. 


> . . . . 
= Doubly economical: Low in original purchase price, 
new Anacap Silk is also low in individual suture cost be- 


cause of its long sterilization life. 


In sizes 6-0 to 5 on spools of 25 and 100 yards; sterile in 
tubes with and without D & G Atraumatic® needles attached. 


DAVIS & GECK, INC. 


® 


57 Willoughby Street Brooklyn. 1, N. Y. 
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CHARLES B. TOWNS HOSPITAL 190 


FOR THE TREATMENT OF ALCOHOLISM 


NARCOTIC AND BARBITURATE 


ADDICTIONS EXCLUSIVELY 


WITH 
CONFIDENCE 


For youngsters, ready to take their 
first steps, expertly fitted Pedi- 
formes provide a broad, supple 
sole, a proper fitting heel and 
ample toe-room. When corrective 
alterations are indicated, your pre- 
scription receives the careful atten- 
tion of our experienced personnel 


S PAT OFF 


Complete Medical & Psychiatric Treat- 
ment at predetermined cost. Privacy 
of patient is assured—if desired. 
literature on Request 
Edward B. Towns, Director 


293 Central Park West, N. Y. 24, N.Y 
SChuyler 4-0770 


Member American Hospital Association 


BULLETIN 


THE NEW YORK 
ACADEMY OF MEDICINE 


The Bulletin contains scientific papers pre- 
sented at the Academy, including .. . 


Graduate Fortnight Lectures 

Stated Meeting Addresses of the Academy 
Academy Section Papers 

Section on Microbiology—Abstracts 
Clinical Research Meeting—Abstracts 
Friday Afternoon Lectures and 

Other Original Contributions 

New York Pathological Society 


Published Monthly 


— Annual subscription price, $5.00 — 


WHITTAKER 
LABORATORIES, INC. 
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q FLATBUSH 643 FLATBUSH AVENUE 
HEMPSTEAD. NEW ROCHELLE 
HACKENSACK EAST ORANGE 
x 


10g re ‘ New York, N. Y. 
j 's Keeler, K. C., and Rusk, H. A.: 
New York State J. Med. 
Plainfield, N. J. 
Seidmon, E. E. P Even in paraplegics 
Am. J. Digest. Dis 
18.274 (Sept.) 1951 
“No failures” 
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Accepted... 


at all points 


on all points 


Again and again, Cellothyl demonstrates its effective- 
ness in re-establishing proper bowel function. Hun- 
dreds of recorded clinical cases demonstrate Cellothyl’s 
value as a constipation corrective. Note these important 
points: 


Cellothy! provides bulk where needed. “c!- 
lothyl provides proper bulk only in the colon, 
does not cause distention in the stomach. 


Cellothyl acts physiologically. Like food, Cel- 
lothyl remains in liquid form throughout the 
digestive tract until it reaches the colon. Here, 
it gels into soft, moist bulk and induces normal 
peristalsis by gentle mechanical stimulation. 


Cellothyl’s effect is prolonged. Cellothy! cor- 
rects—not merely relieves—constipation, Usually, 
soft, formed stools appear within a few days, and 
a reduced dosage will maintain regularity. 


Cellothyl 
e ot y the original methylcellulose ‘‘peristaltic’’ ea 


GHIL GC OTT 


MORRIS PLAINS NEW JERSEY 


FORMERLY THE MALTINE MPANY 
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Hydrochloride 


Brand of Trihexyphenidyl hydrochloride 


@ relieves spasticity and tremor 

@ improves gait 

@ diminishes salivation without causing 
accompaning dryness, smarting, blurred 
vision or mydriasis 

@ relieves mental depression 
@ promotes feeling of well being and 
Please write for booklet alertness 
giving detailed information. 
@ has minimal side effects 


Supplied in scored tablets of 2 mg., 
bottles of 100 and 1000. 
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N EW Pfizer Sterayect Syringe 


holds 2 cartridge sizes 


sterile. single-dose themost 
pomplete tine 


Steraject Penicillin G 
Procaine Crystalline 
in Aqueous Suspension 
(300,000 units) 


Steraject Penicillin G 
Procaine Crystalline 

in Oi! with 2% Aluminum 
Monostearate (300,000 units) 


Steraject Pencillin G 
Procaine Crystalline 
in Aqueous Suspension 
(1,000,000 units) 


? cartridge sizes oronly 1 syringe! 


Steraject Combiotic* 
Aqueous Suspension ‘ 
(400,000 units Penicillin G two cartridge sizes permit full 
Procaine Crystalline, be standard antibiotic dosage 
0.5 Gm. Dihydrostreptomycin) 


cartridges individually labeled 


Sultete Solution (1 grem) ready for immediate use 


no reconstitution 


Steraject Streptomycin : for full details, ask your Pfizer 
Sulfate Solution (1 gram) Professional Service Representative 


Steraject Cartridges: 
each one supplied with 
sterile needle, toil-wrapped introduced by world’s largest producer of antibiotics 


TRADEMARK CHAS PFITER ACO INC ANTIBIOTIC DIVISION * CHAS. PFIZER & CO. INC. * BROOKLYN 6.N.Y. 
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Coca-Cola makes any pause 
the pause that refreshes 


Quality you can Trust 7 

DRINK 


October 13-1Bth 


14% national 
posture 
week 


eee makes America conscious 
of the value of good posture 
for better health 


For the Ith consecutive year, once again National 
Posture Week will focus the attention of thousands of 
men and women on the importance of good posture 
for greater physical fitness and a more alert, healthier 
nation! And again also as in the past, every acceptable 
means of publicity will be used to dramatize good 
posture and point to its effect on health, efficiency and 
a greater and fuller enjoyment of life. 


You play an 
important part in 
National Posture Week! 


As a prominent citizen and professional authority whose 
opinion is important in helping to mold public thought, 
your support and cooperation play an important part in 
this far-reaching program. Posters and literature are 
furnished without cost. 


wiite for literate 


GOOD POSTURE S. H. CAMP and CO. 


Jackson, Michigan, U.S.A. 
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vou THANK BETTER-LOOK BETTER-FEEL BETTER 


to build blood and 
to improve nutrition 


Cytora ‘Organon’ is a complete medication 
specially formulated for the prevention 

and treatment of not only hypochromic anemias 
but also the associated nutritional deficiencies 
which you so frequently encounter. Each 
Cytora tablet contains a well-balanced 
combination of vitamin B,., iron, folic acid, 
liver concentrate, vitamin C, and five B-complex 
factors. Thus you will note that Cytora provides 
in a single tablet important factors—including 
B,,.—utilized in erythropoiesis plus other dietary 
essentials so often needed by your patients 


with hypochromic anemia and by your patients 
during childhood and later life, during 


post-operative convalescence, and during 


pregnancy. Cytora is available in bottles 
of 100, 250, and 1000 tablets. 


Organon INC. ¢ ORANGE, N. J. 


Organon 
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package... ingroved od 


- New methods of preserving purity and improving storage stability — 
howe again been developed and patented* by Mallinckrodt. Undesirable 

_ changes—such as the formation of aldehydes and 1 peroxides—are further 

retarded by these container improvements. — 


| 
. peciry ana use tnis miner lor Anestnesia WIEN assurance wnat = 
- be effective safe when opened for use : n tested and p: ; 
the Dest | hat skill and modern equipment can produce 
« — ow 
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: By ANESTHESIA 


§202 


Highly effective + Well tolerated Imparts a feeling of well-being 


Most menopausal patients 


e striking relief 


experienc 
“premarin? 


of symptoms with 


Estrogenic Substances (water-soluble) 


also known as Conjugated Estrogens (equine) 


AYERST, McKENNA & HARRISON Limited + New York, N. Y. * Montreal, Canada 
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The Macmillan Company in collaboration with 
The New York Academy of Medicine presents 
these important New medical books. 


Learn the advances which have been made 


in the treatment of rheumatic diseases and allied conditions. Read .. . 


THE MUSCULOSKELETAL SYSTEM 23rd Graduate Fortnight 


of the New York Academy of Medicine 


Completely authoritative, this book presents valuable findings by dis- 
tinguished scientists and clinicians on the effects of cortisone and 
ACTH: information on rheumatic arthritis, gout, the collagen diseases, 
nonarticular rheumatism, pyogenic arthritis, tuberculosis and tumors 
of bones and joints, and aseptic necrosis of bone. 


103 illustrations 17 complete, authoritative papers $6.50 


A delightful collector's item 
DE ANEURYSMATIBUS 


Here is the handsome, long-awaited bilingual publication containing the 
original Latin text of Giovanni Maria Lancisi, noted physiologist and 
practitioner of the 18th century, and the English translation by Dr. 
Wilmer Cave Wright. Lancisi is noted for his descriptions of the cir- 
culatory system, and was the first to explain the cause of aneurysm. This 
book will be of interest to all collectors of medical history as well as 
those engaged in language study. Limited Edition $7.50 


A lively discussion of many fine points of Vesaliana in 


THREE VESALIAN ESSAYS TO ACCOMPANY 
THE ICONES ANATOMICAE OF 1934 


In this book Dr. Wiegand, from his vast experience as a printer, dis- 
cusses the printing from the wood blocks for the original edition of the 
Fabrica (1534), the wandering of the blocks, and their use 390 years 
later. Mr. Ivins, formerly curator of prittts, Metropolitan Muscum of 
Art, New York, considers the artistic aspects of the wood blocks. Dr. 
Lambert examines the attitudes and opinions with regard to the his- 
torical initials which are used in the chapters of Vesalius’ writings. 


Illustrated Prob. $6.50 


Order now from your bookstore or send for them on 10 days’ approval from 


THE MACMILLAN COMPANY 
60 FIFTH AVENUE, NEW YORK 11, N. Y. 
CHICAGO DALLAS SAN FRANCISCO 
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Now an established 


leading ethical contraceptive gel 


lin’ 
VAGINAL GEL 


used with a measured-dose applicator 
without a diaphragm 


fad when the diaphragm method is indicated 


with the most widely prescribed vaginal jelly and vaginal cream 


Ortho-Gynol® vaginal jelly Ortho-Gynol vaginal jelly 
Ortho” Creme vaginal cream (Trial Size) Ortho Creme vaginal cream (Trial Size) 
Ortho Diaphragm 55 to Ortho White Diaphragm 55 to 

(coil spring) 95 mm. (flat spring) 95 mm. 


Ortho Diaphragm Introducer 

Ortho-Gynol® vaginal jelly—ricinoleic acid 0.75%, boric acid 3.0%, 
oxyquinoline sulphate 0.025%, p-Diisobutyiph lyethoxyethanol |. 
Ortho® Creme vaginal cream—ricinoleic acid 0.75%, boric acid 2.0%, 
sodium loury! sulphate 0.28%. 


PRECEPTIN vaginal gel contains the active spermicidal agents 

p-Diisobutylphenoxypolyethoxyethanol and ricinoleic acid in a synthetic => 

base buffered at pH 4.5. i 
Ortho 


Ortho Pharmaceutical Corporation 


Raritan, New Jersey 
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new, fast-acting analgesic 
containing acety!-p-aminophenol 


Because of its content of acety!-p-amino- 
phencl, Trigesic quickly raises the pain 
» threshold and provides rapid, sustained 

_ telief of pain. A definite rise in pain thresh- 
old occurs within 30 minutes and anai- 
gesia is maintained for about 4 hours. 
Trigesic is for relief of pain in common 
colds, grippe, dysmenorrhea, premenstrual 
m. tension, sciatica, simple headache, after 
“dental extractions and minor surgery, 
“rheumatism, migraine, sinusitis, bursitis, 
myositis and pains of neuropathic origin. 


Trigesic, per tablet: 

0.125 Gm. (2 gr.) acetyl-p-aminophenol, 0.23 Gm. 
(3% gr.) aspirin, 0.03 Gm. (4% gr.) caffeine. Bottles 
of 100 and 1,000 white, scored tablets on prescrip- 
tion only. 


Trigesic with Codeine, per tablet: 


16 mg. (% gr.) or 32 mg. (% gr.) codeine phos- 
phate in addition to the other ingredients. Bottles 
saa 1,000 pink, scored tablets on prescrip- 
tion only. 


TRIGESIC 


Squibb Analgesic Compound 


“VRIGERIO’ 1S A TRADERARE OF 8. 
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